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TRANSACTIONS 

OF    THE 

TWENTY-THIRD   ANNUAL    MEETING 

OP    THE 

AMERICAN     LARYNGOLOGICAL ,    RHINOLOGICAL     AND 

OTOLOGICAL   SOCIETY, 

Held  ill  Atlantic  City,  N.  J.,  May  31st  and  June  1st,  1917. 


PRESIDENT'S   ADDRESS. 

By  THOMAS  J.  HARRIS,  M.  D.,  New  York,  N.  Y. 

Fellows  of  the  American  Laryngologieal,  Rhinologieal  and  Otologi- 

eal  Society: — 

In  no  mere  formal  words  do  I  desire  to  express  to  you  my  deep 
appreciation  of  the  honor  which  you  have  conferred  upon  me  by 
electing  me  President  of  this  Society.  To  be  deemed  worthy  to 
follow  in  the  footsteps  of  those  who,  in  the  past,  have  so  ably 
discharged  this  office  serves  to  fill  one  with  humility  arid  not  with 
pride.  It  is  as  the  result  of  their  efficient  labors  that  we  can  report 
to  you  today  that  the  Society  is  enjoying  in  every  respect  unquali- 
fied prosperity. 

Its  membership  is  the  largest  in  its  history.  Between  thirty  and 
forty  applications  are  before  your  Council  at  present.  We  meet  this 
year  under  conditions  which,  it  is  to  be  hoped,  will  never  be 
repeated.  The  shadow  of  cruel  war  rests  upon  us  as  it  does  over 
every  organization  and  every  individual.  It  can  be  truly  said 
however  that  the  medical  profession  throughout  it  all  has  given  its 
own  life  to  save  life,  never  to  take  it,  and  that  however  strongly  we 
may  feel  regarding  the  political  aspects  of  the  war,  we  can  confi- 
dentially look  forward  to  no  division  when  it  is  over  in  the  ranks 
of  science. 

The  founders  of  this  Society  defined  its  object  "to  be  the  promo- 
tion of  the  science  and  art  of  medicine,  the  development  of  its 
members  in  original  scientific  work  and  the  promotion  of  social 
intercourse."  Any  one  who  has  been  a  member  for  even  a  short 
time  will  testify  to  tlie  delightful  social  intercourse  which  exists  in 
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our  ranks.  One  after  another  of  the  older  members  will  bear 
witness  to  tlie  truth  of  the  statement  that  some  of  their  warmest 
and  most  lasting  friendships  have  been  made  through  this  organiza- 
tion. Properly  conducted  this  will  always  be  the  ease  and  the  value 
of  it  cannot  be  overestimated. 

We  desire  particularly  to  emphasize  however  tlie  two  other  aims 
of  the  Society,  namely  the  promotion  of  the  science  and  art  of 
medicine  and  the  development  of  its  members  in  original  scientific 
work.  Nothing  is  truer  than  that  any  Society  that  rests  contented 
with  what  it  has  accomplished  has  completed  the  reason  for  its 
existence  and  had  be.st  disband.  This  Society  in  its  twenty-two  years 
of  existence  has  given  birth  to  some  of  the  best  work  that  has  been 
done  in  otolarjmgology.  Our  Transactions  are  abundant  evidence 
of  this,  but  we  are  capable  of  much  more.  Numberless  problems 
affecting  our  specialty,  many  growing  out  of  the  war  remain  to  be 
solved.  This  has  impressed  itself  upon  your  Council  the  past  winter 
witli  much  weight  and  we  have  l)een  concerned  with  the  question 
'how  we  can  secure  still  better  work  from  our  members.  It  is 
recognized  that  the  men  w'ho  can  do  this  are  the  young  men  who 
are  not  tied  down  by  the  exacting  responsibilities  which  are  bound 
to  come  with  advancing  years.  It  is  these  young  men  with  the 
training  wliich  our  schools  give  today  whom  we  especially  desire  to 
add  to  our  ranks  and  to  whom  we  want  to  oiTer  such  opportunities 
for  investigation  that  they  can  and  will  undertake  it. 

For  many  years  the  Society  gradually  has  been  accunuilating  a 
surplus  which,  in  the  mind  of  at  least  one  of  its  members,  has 
always  been  intended  for  some  such  purpose  as  this.  At  tlie  present 
rate  of  growth  however,  it  will  be  many  years  before  it  will  reach 
the  amount  that  will  jield  an  income  sufBcient  to  secure  this  end. 
The  Council  accordingly  had  in  mind  to  propose  to  you  at  this 
meeting  that  they  be  authorized  to  invite  subscriptions  from  the 
members  in  larger  or  smaller  sums  to  bring  the  present  surplus  up 
to  the  total  of  $25,000.  It  was  their  feeling  that  the  income  from 
this  would  be  sufficient  to  maintain  a  scholarship  and  in  that  way 
attract  one  worker  at  least  each  year  to  the  ranks  of  original 
scientific  work.  Closely  in  line  with  this  proposed  forward  step 
is  the  recommendation  from  your  Council  which  will  come  before 
you  for  consideration  of  the  incorporation  of  the  Society.  As  will 
be  explained  later  this  step  for  many  reasons  is  desirable.  If  it 
receives  your  approval  we  can  with  confidence  give  now  or  later  in 
our  wills  to  the  establishment  of  a  permanent  scholarship  fund. 
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Alas,  since  the  action  of  the  Council  in  this  important  matter, 
the  great  cloud  which  has  been  hanging  over  Europe  for  so  many 
months  has  reached  our  owTa  dear  land.  We  have  been  pulled  into 
the  maelstrom.  All  thoughts  of  our  own  advancement  as  a  Society 
such  as  have  just  been  outlined  must  be  abandoned  for  the  time 
being  to  be  taken  up  again  it  is  confidently  hoped  when  we  are 
once  more  at  peace.  For  the  present  economy  and  retrenchment 
in  all  that  concerns  the  financial  affairs  of  the  Society  are  encumbent 
upon  us,  and  your  Council  ^\'ill,  with  this  in  view,  present  at  the 
proper  time  certain  sweeping  and  what  may  seem  at  first  radical 
recommendations  for  your  consideration  and  approval. 

Finally  one  word  in  regard  to  what  is  on  the  lips  of  us  all  at 
the  present  moment,  namely  what  can  we  as  medical  men  and 
specialists  do  to  assist  our  country  in  its  present  crisis?  Some 
few  months  ago,  at  the  request  of  Dr.  ^lartin  of  the  Committee  on 
National  Defense,  your  President  appointed  a  Committee  to  con- 
sider this  matter.  This  Committee  has  given  careful  consideration 
to  it  and  prepared  a  series  of  recommendations  which  they  will 
present  to  you  at  the  proper  time  and  which  will  assist  we  feel  in 
solving  the  problem  for  many  of  us.  Already  several  of  our 
members  are  at  the  front  and  others  are  going.  "Wliether  it  is  his 
duty  to  follow  in  their  footsteps  or  to  remain  here  each  one  of  us 
will  have  to  decide  for  himself.  Wherever  we  are  found  however, 
of  one  thing  your  President  is  sure, — that  one  and  all  of  us  may  be 
counted  upon  to  do  credit  and  honor  to  the  medical  profession  and 
to  this  Society  of  which  he  is  a  part.  It  is  now  my  pleasure  to 
declare  that  the  twenty-third  annual  meeting  of  the  American 
Laryngological,  Rhinological  and  Otologieal  Society  is  open  for 
scientific  work. 


A  PEKSOXAL  STUDY  OF  SOME  OF  THE  DISEASES 
INVOLVING  THE  MAXILLARY  ANTRUM  WITH 
SPECIAL  REFERENCE  TO  THE  NITRATE  OF '  SILVER 
TREATMENT. 

By  JOSETH  H.  ABRAHAM.  II.   D..   Xew  York,  X.  Y. 

Diseases  of  the  maxillary  antrum  are  classified  by  modern  au- 
thorities according  to  this  scheme: 

1.  Catarrhal  Inflammations  a.     Acute 

h.     Chronic 

2.  Purulent  inflammations  a.     Acute 

I).     Chronic 

;!.     specific  Intiauunations  a.     Syphilis 

1).     Tuberculosis,  etc. 

■i.     Neojilastic  a.     Benign 

1).     ^Malignant 

This  cla.ssification  presents  no  novelty,  but  is  simply  a  convenient 
guide  in  the  description  of  the  various  lesions  and  is  a  convenient 
clinical  aid,  especially  in  regard  to  therapy.  I  shall  emphasize 
especially  tlie  catarrhal,  purulent  and  syphilitic  inflammations. 

The  acute  catarrhal  form  of  inflammation  begins  with  simple 
congestion,  and  swelling  of  the  nasal  mucous  membrane.  By  direct 
extension  into  the  antrum  of  Highmore  or  the  respiratory  tract  a 
similar  patliological  lesiou  may  be  caused  there.  Swelling  of  the 
mucous  membrane  around  the  ostium  causes  retention  with  the 
classical  symptoms  and  signs  familiar  to  us  all. 

Less  attention  has  been  paid,  however,  to  catarrhal  inflammations 
due  to  metabolic  or«systemic  conditions.  In  the  various  so-called 
diatheses  the  nasal  mucous  membrane  may  shai-e  in  the  elimination 
of  irritative  excretion  with  a  consequent  change,  usually  of  a 
catarrhal  type.  The  mucous  membrane  is  swollen  and  hyperemie, 
and  since  there  is  vasomotor  involvement,  the  swelling  is  evanescent, 
but  may  remain  and  become  chronic.  More  often  than  in  the  acute 
catarrhal  form  from  simple  cold  in  the  head  or  from  local  irritative 
factors,  the  mucous  inembrane  instead  of  being  hyperemie  and 
swollen  is  pale  and  edematoiis.   I  sliall  cite  a  case  in  point.   A  young 
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college  student  of  twenty-one  yenvs  of  age,  complaining  of  frontal 
headaches  and  pains  over  both  antra  with  a  profuse  watery  nasal 
discharge,  requiring  from  six  to  eight  handkerchiefs  a  day,  was  ex- 
amined by  a  prominent  specialist  in  Chicago,  and  both  maxillary 
antra  and  frontal  sinuses  were  found  on  X-ray  examination  to  give 
shadows.  Operation  was  advised.  The  young  man  came  to  New 
York  and  consulted  a  second  specialist  who  also  advised  operation. 
His  father,  a  surgeon  in  the  south,  referred  him  to  me.  I  recognized 
the  condition  as  belonging  to  the  toxic  or  metabolic  group.  The 
condition  of  the  nasal  mucosa  gave  me  my  clue,  being  pale  and 
edematous.  The  boy's  breath  was  fetid,  and  on  transillumination 
both  antra  and  frontals  were  dark.  Upon  inquiry  as  to  his  diet,  I 
found  that  he  wa.s  a  very  heavy  meat  eater.  The  urinary  examina- 
tion showed  a  urine  of  high  specific  gravitj%  a  marked  increase  of 
indican  and  a  large  amount  of  uric  acid.  I  ordered  calomel,  salts, 
a  meat  free  diet,  and  the  same  local  treatment  as  will  be  described 
under  acute  inflammations.  In  seventy-two  hours  the  picture  had 
entirely  changed;  the  edematous  condition  of  the  nasal  mucosa  was 
relieved,  the  antra  had  discharged  their  retained  contents,  and  the 
boy  was  and  has  continued  to  be  free  from  all  symptoms.  I  wish 
especially  to  emphasize  that  these  cases  are  not  uncommon,  and 
operative  interference  predisposes  to  secondarj'  infections.  In  these 
cases  I  advise  a  proper  hygienic  regime,  in  order  to  eliminate  the 
metabolic  disturbance.  I  regard  the  indicanuria  and  the  increased 
uric  acid  excretion  as  evidence  of  this  disturbance. 

The  acute  catarrhal  form  may  on  account  of  the  more  intense 
nature  of  the  inflammatory  process  develop  rapidly  into  the  acute 
purulent  type,  with  involvement  of  the  antrum  with  a  resulting 
acute  empyema  of  this  cavity.  The  bacteriology  of  antral  diseases 
is  extremely  complicated  because  of  the  fact  that  we  usually  get 
secondary  invaders.  It  is  true  that  we  do  get  pure  pneumococcus, 
bacillus  mucous  capsulatus,  and  influenza  bacillus  infections,  also 
infections  with  hemolytic  and  an-hemolytic  streptococci.  However, 
in  the  more  chronic  types  the  predominant  organism  is  the  staphj-- 
lococcus  pyogenes.  Again  the  organisms  may  be  found  secondarily 
in  the  presence  of  the  acute  exanthemata. 

In  the  acute  purulent  type  there  is  a  marked  redness,  swelling 
with  polymorphonuclear  exudation  with  a  resulting  pus  formation. 
As  in  the  acute  catarrhal  form,  the  process  here  may  resolve  spon- 
taneously or  resolve  under  proper  treatment,  or  it  may  become 
chronic.    Tiie  chronic  catarrlial  form  is  due  to  repeated  attacks  of 
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the  acute  type.  Simple  chronic  inflaiumations  of  the  antrum  are 
rare,  but  one  does  occasionally  see  a  mucocele  from  increase  in  the 
secreting  cells  of  the  lining  membrane.  Retention  of  accumulated 
discharges  of  a  mucoserous  fluid  ^\'ith  occlusion  of  the  ostium  causes 
a  hydrops  antra.  According  to  Hajek,  inflammatory  tumors  includ- 
ing cysts,  polypi  and  hydrops  of  the  antrum  are  the  result  of  chronic 
intlamraatory  changes  in  the  mucous  membrane. 

In  the  chronic  purulent  form,  the  mucous  membrane  thickens 
markedly  and  becomes  pyogenic,  and  there  is  connective  tissue 
proliferation.  Polypoid  masses  may  occur  in  the  antrum.  There  is 
verj^  marked  pus  formation.  Again,  and  I  desire  to  lay  great  em- 
phasis on  this  point,  there  may  be  a  direct  extension  of  the  infection 
from  the  roots  of  the  molar  teeth  to  the  antrum.  The  presence  of 
dead  molars  from  nerve  extraction  and  faulty  fillings  or  a  pei'i- 
cementitis  with  a  small  necrotic  area  at  the  tip  of  the  root,  the 
apical  abscesses  and  the  erosion  of  the  alveolar  process  characteris- 
tic of  pyorrhea,  may  by  contiguity  involve  the  malar  bone  and 
cause  an  osteomyelitis,  which  lesion  later  involves  the  floor  of  the 
antrum.  Pus  accumulates  in  the  antrum  and  we  are  now  dealing 
Avith  a  tjTsical  case  of  chronic  purulent  empyema.  In  fact,  about 
50%  of  the  cases  of  chronic  empyema  of  the  antrum  of  Highmore 
that  came  under  my  observation,  were  due  to  tooth  complications. 
Necrosis  of  the  bone  in  the  antrum,  which  is  so  dreaded  by  rhinolo- 
gists  and  warrants  their  performing  the  radical  operation  in  so 
many  cases,  is  due  either  to  root  infections  or  to  syphilis.  Person- 
ally, I  have  never  seen  a  case  due  to  any  other  cause.  Therefore, 
I  should  ad^'ise  in  every  ease  of  chronic  empyema  of  the  ant  nun  in 
which  the  ner^^es  of  a  molar  tooth  have  been  extracted  or  destroyed, 
whether  pain  in  the  tooth  is  present  or  not,  to  have  an  X-ray 
examination  made  inmiediately. 

Syphilitic  Empyema. 

In  November  1905,  I  read  a  paper  before  the  Section  of  Larj-n- 
ology  of  the  New  York  Academy  of  iledicine,  on  "Syphilitic  Em- 
pj^ema  of  the  Accessory  Sinuses  of  the  Nose,  with  a  Report  of  Four 
Cases. ' '  Since  then  our  literature  has  very  little  to  say  on  this  very 
important  subject.  Our  modern  text  books  devote  pages  in  describ- 
ing syphilis  of  the  nasal  cavities,  but  only  a  few  lines  to  syphilis 
of  the  accessory  sinuses.  I  will  quote  the  following  from  Kyle's 
modern  book.  "Sj^jhilitic  affections  are  of  possible  location  in  the 
antrum,  but  are  extremely  rare  and  when  so  occurring  are  con- 
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comitant  with  the  nasal  lesion  of  the  same  character."  With  our 
modern  aid  in  diagnosing  syphilis,  all  cases  of  intranasal  lesion  of  a 
doubtful  character  should  be  given  the  benefit  of  a  Wasserraann 
test. 

Since  publishing  the  above  article,  I  have  treated  nine  cases  of 
syphilitic  sinusitis.  The  time  allotted  will  not  allow  me  to  describe 
in  detail  the  pathologic  lesions.  In  the  near  future  it  is  my  inten- 
tion to  report  these  interesting  cases. 

In  view  of  the  remarkable  advances  in  roentgenology  we  are  able 
today  to  add  the  corroborative  evidence  of  the  X-ray  plate  to  our 
other  aids  in  diagnosis.  The  plates  reveal  a  cloudiness  in  the  region 
of  the  antrum  and  also  of  the  other  sinuses  if  these  too  are  involved. 
Differation  between  a  serous  and  purulent  involvement,  however,  is 
dependent  upon  suction,  puncture  and  the  finding  of  either  mucus 
or  pus  in  the  ca^*ity. 

The  Treatment  of  Acute  Cases. 

Should  be  local  and  internal.  If  the  patient  has  temperature  and 
climatic  conditions  are  disagreeable,  order  him  to  bed  and  admin- 
ister broken  doses  of  calomel  and  soda  followed  by  saline.  A  cap- 
sule containing  the  following  should  be  administered  every  three 
hours,  as  in  my  experience  it  reduced  congestion  of  the  nasal 
mucosa  and  relieves  pain. 

Rx.     Hyoscine   Hydrobromide  gr.    l/150th   to   l/250th 

Camphor  Monobromated  gr.   ss 

Quinine   Hydrobromide  gr.   Iss 

Sodium  Bromide  gr.   V. 

A  diet  free  from  all  meats,  sweets,  tea,  coffee  and  alcohol  is  ordered. 
Locally,  I  advise  steam  inlialations  through  the  nose.  These  should 
always  be  given  in  bed,  never  in  the  doctor's  office.  Hot  electric  or 
water  bag  or  electric  light  baths  maj^  be  given  to  control  local  pains. 
I  further  advise  in  order  to  promote  better  drainage  of  the  sinus 
the  following  ointment: 

Rx.      Cocain  Alkaloid  gr.   V. 

Ichthyol  gr.   XL. 

Chloretone  Inhalant  Special*  ;)1V. 
Adrenalin  Ointment  jIV. 

M.      Ft.  ITngtt.  in  coUap.  tube. 

This  ointment  melts  at  98=  F. 

*The    same    formula    as    Parke,    Davis'    preparation,    substituting 
olive  for  the  mineral  oil. 

This  has  proven  wonderfulh-  efficacious  in  my  hands,  and  is 
applied  to  the  region  of  the  middle  and  superior  meati  and  turbi- 
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nates  by  the  doctor,  and  tliree  or  four  times  a  day  the  patient  should 
apply  this  ointment  as  far  into  the  nasal  cavities  as  possible.  Nega- 
tive pressure  or  suction  followed  by  positive  pressure  and  medica- 
tion of  the  sinus  as  advocated  by  Dr.  Lewis  Coffin  is  of  great  value 
in  these  cases. 

If  pain  pei-sists  after  two  or  three  days  treatment,  irrigations  of 
the  antrum  with  a  sterile  normal  salt  solution  through  the  inferior 
meatus  must  be  resorted  to.  Cocainize  the  inferior  meatus  and  with 
my  trocar  needle  the  antrum  is  piuictured  about  1.5  to  2  c.  c. 
posterior  to  the  anterior  attachment  of  the  inferior  turbinate.  A 
few  irrigations  are  usually  sufficient. 

In  acute  purulent  inflammation  the  treatment  is  about  the  same. 
A  few  cases  will  persist  and  in  these  an  antiseptic  astringent  solu- 
tion is  indicated.  After  experimenting  with  various  agents  for 
over  fifteen  years,  I  have  obtained  my  best  results  with  solutions  of 
nitrate  of  silver.  A  detailed  description  of  this  technique  will  be 
given  under  chronic  empyema. 

Treatment  of  Chronic  Empyema. 

In  March  1907,  I  presented  a  paper  before  the  Section  of  Laryn- 
ology  and  Rhinology  of  the  New  York  Academy  of  Medicine  on 
"The  Indications  and  Advantages  of  the  Intra-Nasal  Over  the 
Radical  Operation  in  the  Treatment  of  Chronic  Empyema  of  the 
Antrum  of  Highmore  and  the  Technique  to  be  Employed,"  report- 
ing thirty-foiir  successful  cases  treated  by  me  beginning  in  1897. 
Since  1907, 1  have  treated  several  hundred  cases  successfully.  The 
only  change  in  treatment  w^as  in  the  direction  of  simplifying  the 
techniqiie.  It  affords  me  great  pleasure  to  present  to  you  the 
technique  and  treatment  now  em]>loyed  by  me. 

In  simple  chronic  empyema  apply  cocain  and  adrenalin  to  the 
nasoantrum  wall,  interior  turbinate,  floor  and  the  adjacent  surface 
of  the  septum.  Resect  the  lower  border  of  the  inferior  turbinate 
with  Struyken-Abraliam  forceps  down  to  the  bone  and  if  necessary 
remove  a  small  portion  of  the  lower  border  of  the  bone  for  about 
3  c.  c.  After  washing  the  antrum  by  means  of  my  needle  and  syring- 
ing through  the  inferior  meatus,  cocainize  the  antral-mucosa.  Then 
enlarge  this  opening  with  my  antrum  reamer  and  burr.  The 
antrum  should  be  opened  about  1.5  to  2  e.  c.  from  the  floor  of  the 
nasal  vestibule  in  order  not  to  injure  the  lacrimal  duet.  If  granu- 
lations are  present  remove  them  ^^dth  a  Myles  euret.  Never  re- 
move the  mucous  membrane.     After  thoroughly  douching  the  an- 
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trum  and  after  all  excess  solution  is  drained,  the  nasal  vestibule  is 
plugged  with  cotton,  which  filters  the  air  and  prevents  a  sudden 
dilatation  of  the  blood  vessels.  On  the  following  two  or  three  days 
the  antrum  is  irrigated  wuth  a  normal  saline  solution.  About  the 
third  day  begin  the  nitrate  of  silver  treatment.  Spray  the  nasal 
mucous  membrane  with  a  2%  solution  of  cocain.  Irrigate  the  an- 
trum through  my  silver  eanula  with  plain  sterile  water.  Insert  a 
piece  of  absorbent  cotton  over  the  antrum  opening  and  .spray  the 
nasal  mucous  membrane  with  liquid  alboline.  Remove  the  cotton, 
apply  vaseline  over  the  face  thoroughly,  then  insert  the  silver 
eanula  into  the  antrum,  and  bend  the  patient's  head  sideways  with 
a  slight  inclination  of  his  face  dow'nwards,  and  forward  so  that  the 
diseased  cavity  will  be  lowermost.  Syringe  from  2  to  5  c.  c.  of  a  weak 
solution  of  nitrate  of  silver,  usually  a  1%  solution,  into  the  antrum. 
My  idea  is  to  apply  the  silver  solution  to  the  entire  mucous  mem- 
brane covering  the  antriun.  The  excess  should  remain  in  the  cavity 
for  aboiit  a  minute,  then  reverse  the  patient's  head  and  allow  the 
excess  to  drain.  To  avoid  excessive  sneezing  cover  the  antrum 
opening  again,  and  spray  the  nasal  cavity  with  a  normal  salt  solu- 
tion of  chloretone  inhalent.  Dry  the  patient's  face  of  vaseline  and 
plug  the  nasal  vestibule.  This  plug  should  be  changed  often  by  the 
patient  as  the  silver  stimulates  the  entire  nasal  and  antrum  mucous 
membrane.  Quoting  verbatim  from  my  original  article  as  follows, 
"Day  by  day  the  strength  of  this  solution  (nitrate  of  silver)  is 
increased  until  the  mucosa  assumes  a  normal  appearance."  This 
requires  from  ten  days  to  three  weeks,  leaving  your  patient  the 
possessor  of  a  perfectly  normal  antrum  with  a  minimum  destruc- 
tion of  the  inferior  turbinate  and  nasal  mucosa.  Furthermore,  the 
action  of  the  silver  salt  on  the  nasal  membranes,  relieves  congestion, 
destroys  infection,  reduces  hypertrophy  and  your  patient  is  cured 
of  his  so-called  "Nasal  Catarrh." 

In  my  series  of  cases,  a  20%  solution  of  nitrate  of  silver  was  the 
strongest  used.  Since  my  original  article,  Roe\  Hurd^,  and  others, 
have  reported  good  results  in  the  use  of  nitrate  of  silver.  Hurd  in 
some  cases  employs  the  saturated  solution.  I  have  never  seen  a 
ease  requiring  so  strong  a  solution. 

In  cases  of  chronic  empyema,  due  to  or  complicated  by  root 
abscess,  with  necrosis,  I  prefer  a  general  anesthesia.  A  dentist  ex- 
tracts the  offending  foreign  body,  and  with  oval  shaped  curets 
all  of  the  necrosed  bone  up  to  and  within  the  antrum  surrounding 

1.  Roe — Annals  of  Otol.  Rhin.  &  Laryn.  June,  1909. 

2.  Hurd — Annals  of  Otol.  Rhin.  &  Laryn.   Dec,  1911. 
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this  region  is  curetted  through  the  tooth  socket.  All  granulations 
are  removed  with  I\Iyles'  malleable  curets.  Intranasally  the  same 
operation  as  described  under  chronic  empyema  is  performed,  with 
the  exception  that  this  opening  is  made  a  little  larger  and  nearer  to 
the  Hoor  of  the  nasal  cavity.  Unless  hemorrhage  is  severe  no  pack- 
ing is  placed  into  the  tooth  socket.  Very  often  I  suture  the  opening 
with  silk.  This  should  be  allowed  to  close  as  soon  as  jDossible,  and 
in  fact  it  is  better  to  wait  a  few  days  before  beginning  the  nitrate 
of  silver  treatment  through  the  nose,  so  as  to  get  a  complete  or 
partial  closure  of  the  alveolar  opening. 

In  two  cases  owing  to  the  great  amount  of  bone  removed  from  the 
alveolus  a  fistula  persisted  for  several  weeks.  This  I  overcame  by 
freshening  the  edges  of  the  fistula,  and  cutting  through  the  soft 
tissue  and  periosteum  down  to  the  bone,  1  c.  c.  inwards  and  parallel 
to  the  fistula,  elevating  the  soft  tissues  and  closing  the  tract  with 
several  silk  sutures. 

The  treatment  of  syphilis  should  be  general  as  well  as  local. 
Locally,  all  that  is  necessary,  when  the  gumma  is  broken  down,  is  to 
secure  thorough  drainage.  This  is  accomplished  in  the  manner 
described  under  chronic  empyema.  It  is  far  better  to  be  conserva- 
tive and  await  the  result  of  general  anti-syphilitic  treatment  on  the 
local  lesion,  than  to  do  more  radical  work.  Subsequently,  if  necro- 
tic bone  is  present,  this  must  be  removed.  In  gummas  involving 
the  nasal  cavities,  a  Herxheimer  reaction  is  not  uncommon,  so  one 
must  begin  with  small  doses  of  salvarsan,  about  0.2  gram. 

Quoting  from  Loeh's  "Operative  Surgery  of  the  Nose,  Throat 
and  Ear,"  1917  Edition,  Volume  2,  on  '"The  Results  of  Oral  Opera- 
tions on  the  Maxillary  Sinus :  Various  wound  accidents  and  other 
unpleasant  results  may  follow  this  operation.  Among  them  may 
be  mentioned:  Aspiration  pneumonia,  anesthesia  of  the  cheek  or 
teeth,  emphysema  of  the  cheek,  neuralgia  of  the  fifth  nerve,  stenosis 
of  the  nasal  duct,  and  osteomyelitis  of  the  maxilla."  I  maintain 
that  all  these  unfortunate  accidents  can  be  avoided  by  the  methods 
described  by  me. 

In  conclusion,  I  can  only  add  after  many  further  years  of  experi- 
ence with  this  technique,  that  conservatism  has  been  my  watch-word, 
and  I  meet  the  surgical  indication  as  it  arises  rather  than  perform 
many  radical  and  frequently  unnecessary  operations. 

DISCUSSION. 
I>f.   Ross   Hall   Skillern,   Philadelphia,   Pa.,   was   impressed   with   the 
remarkable  divergence  of  view  at  the  present  time  with  regard  to  the 
frequency  of  maxillary  sinusitis  of   dental   origin.      Dr.   Abraham  had 
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given  it  as  fifty  per  cent.;  otliers  tiad  stated  it  as  being  all  the  way 
from  two  to  one  hundred  per  cent.  In  his  own  experience  it  was 
about  twenty-five  per  cent. 

It  was  to  be  recalled  that  ma.xillary  sinusitis  might  very  readily  re- 
trograde, and  infect  the  roots  of  the  teeth,  so  that  it  might  be  sal  1 
that  the  sinus  infected  the  teeth,  rather  than  that  the  teeth  infecced 
the  sinus. 

He  had  had  no  experience  with  dietetics  In  the  management  of  these 
cases.  Irrigation  was  rather  a  trite  proposition,  inasmuch  as  it  wa^ 
the  practice  of  the  majority  to  make  a  needle  puncture  and  to  com- 
bine the  needle  puncture  with  therapeutic  measures,  continuing  to  ir- 
rigate, after  making  the  puncture,  beginning  with  normal  salt  solu- 
tion, and  working  up  to  nitrate  of  silver.  It  had  been  shown  that  it 
was  not  futile  to  carry  a  patient  over  a  number  of  weeks,  finally  get- 
ting a  cure.  A  French  writer  had  reported  that  only  after  flfty-thrce 
irrigations  was  he  able  to  cure  a  maxillary  sinusitis.  Dr.  Chamberliu 
had  reported  making  twenty-three  irrigations  in  one  of  his  cases,  thi.' 
patient  having  refused  operation. 

Resection  of  the  inferior  turbinate,  which  Dr.  Abraham  had  included 
as  a  part  of  his  treatment,  was  not  necessary.  Many  operators  had 
given  up  the  sacrifice  of  any  tissue  in  the  treatment  of  maxillary  sin- 
usitis, removal  of  the  pre-maxilla  being  sufficient.  An  incision  could 
be  made  in  front  of  the  inferior  turbinate  and  the  sinus  inspected. 

Dr.  Harris  P.  Mosher,  Boston  Mass.,  was  in  accord  with  Dr.  Skillern 
in  the  matter  of  the  treatment  of  diseases  of  the  maxillary  antrum. 
Opening  the  antrum,  plus  aeration,  was  sufficient,  irrigation  being 
necessary  in  only  a  small  proportion  of  cases.  He  was  greatly  sur- 
prised to  hear  the  essayist  report  seven  hundred  cases  of  disease  of 
the  maxillary  antrum,  even  from  a  city  like  New  York,  and  was 
rather  inclined  to  think  he  had  confused  acute  with  chronic  cases. 
Had  he  persisted  in  the  treatment  of  acute  cases  he  would  probaljly 
have  obtained  just  as  good  results  as  those  reported  in  the  paper. 
It  was  also  surprising,  that  in  one  or  two  acute  cases  Dr.  Abraham  had 
waited  so  long  before  washing  out  the  antrum.  It  was  not  apparent 
why  he  had  not  put  in  the  needle  the  first  day  instead  of  waiting  for 
general  medical  treatment.  It  was  equally  difficult  to  understand 
why  he  waited  until  he  had  had  the  teeth  X-rayed,  why  he  did  not 
have  them  X-rayed  at  the  first  examination,  and  why,  in  some  cases, 
he  waited  for  the  removal  of  the  teeth.  In  the  speaker's  experience 
the  removal  of  the  teeth  cleared  out  the  antrum. 

As  to  operative  procedure,  he  had  never  had  faith  in  or  liking  for 
the  intranasal  treatment  of  suppuration  of  the  maxillary  antrum.  He 
had  always  felt  thai:  any  intranasal  operation  gave  nothing  more  than 
a  peep-hole  into  the  antrum.  If  a  case  did  not  clear  up  under  irri- 
gation within  six  weeks  it  had  been  his  custom  to  employ  the  old- 
fashioned  canine  fossa  operation,  with  a  large  opening  into  the  nose. 
Having  done  this,  he  had  never  found  it  necessary  to  resort  to  any 
special  form  of  irrigation. 

Dr.  Lee  M.  Hurd,  New  York  City,  recalled  a  case  in  which  there  was 
involvement  of  the  frontal  sinuses,  the  ethmoids,  and  the  maxillary 
antrum,  with  abscess  of  the  orbit,  in  which  the  infection  had  extended 
through  the  roof  of  the  antrum.  He  had  never  operated  in  an  acute 
maxillary  sinusitis.  He  had  always  used  the  needle  early,  washing  out 
with  normal  saline  solution,  and,  if  one  or  two  washings  did  not  clear 
up  the  condition,  had  filled  the  antrum  with  bismuth  paste,  repeating 
this  every  other  day.  It  was  a  painless  procedure,  and  cleared  up  the 
cases  promptly.  Some  of  the  patients  had  drifted  away  with  the  an- 
trum filled  with  paste.  He  saw  no  reason  whatever  for  opening  the 
antrum  through  the  canine  fossa.  He  had  abandoned  the  method,  ex- 
cept when  doing  a  Killian  operation  upon  the  frontal  sinus.     Drainage 
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was  much  more  quickly  acconiiilished  through  the  interior  antral  wall. 
In  dental  cases  not  only  must  the  teeth  be  removed,  but  the  bone  must 
be  curetted.  It  was  i)Cssible.  with  nerve-blocking,  to  operate  Willi 
perfect  safety  and  comfort  without  the  disadvantage  of  general  anes- 
thesia. 

It.  J.  \V.  Jervey,  Creenville,  S.  C,  was  glad  to  hear  Dr.  Myles  em- 
phasize the  importance  cf  getting  down  to  something  basic,  and  to 
hear  Dr.  Abraham  refer  to  acute  and  chronic  catarrhal  inflammation, 
thus  bringing  before  the  Society  the  question  of  a  definition  of  the 
term,  catarrnal  inflammation.  It  was  as  easy  to  talk  about  a  catarrhal 
inflammation  as  about  rheumatism,  heart  failure,  senile  decay,  or  any 
of  the  ether  vague  terms  in  use.  One  knew  that  inflammation  might 
be  acute  or  chronic,  passive  or  active,  due  to  heat,  chemical  action,  or 
vasomotor  disturbance,  or  to  some  vis  a  tergo.  In  which  category 
would  one  place  catarrhal  inflammation?  Pathologically  speaking, 
perhaps,  any  inflammation  of  a  mucous  membrane  might  be  spoken  of 
as  catarrhal,  l)ut  that  was  a  question.  In  the  class  of  catarrhal  in- 
flammations, would  Dr.  Abraham  make  irrigations  per  via  naturalis,  or 
by  puncture?     The  speaker  would  do  neither. 

Dr.  ,Josei;h  V.  Heck,  Chicago,  111.,  had  expected,  from  the  title  of  the 
paper,  to  see  a  demonstration  of  pathological  specimens,  and  was  dis- 
appointed to  find  in  it  no  exposition  of  real  work  on  the  pathology  of 
the  maxillary  antrum.  He  had  especially  anticipated  seeing  some  his- 
tological specimens  of  syphilis  of  the  sinus.  Inasmuch  as  Dr.  Abraham 
had  called  his  attention  to  the  fact  that  he  was  the  first  to  demonstrate 
syphilitic  sinusitis.  It  was  recalled  that  in  a  paper  which  the  si)eaker 
had  presented  before  one  of  the  sections  of  the  New  York  state  meet- 
ing, reference  was  made  to  the  rarity  of  this  condition.  Dr.  Abrah.am 
had  then  given  him  a  reprint  dealing  briefly  w-ith  the  subject.  This 
contribution  of  Dr.  Abraham's  was  not  indexed,  which  was  unfortunate, 
as  a  question  of  this  kind  should  be  published  at  length.  The  im- 
portance of  the  teeth  in  relation  to  the  diagnosis  of  disease  of  the 
maxillary  antrum  had  been  clearly  demonstrated  by  Dr.  Haskin.  R-'s- 
muth  paste  was  useful  only  in  certain  cases  of  chronic  sinusitis.  When 
the  pathological  process  involved  the  mucous  membrane  there  was 
nothing  to  be  done  except  an  oliliteration  operation. 

Dr.  Abraham,  in  closing  the  discussion,  called  attention  to  the  fact 
that  in  the  time  allotted  it  was  impossible  to  cover  completely  such 
a  wide  field,  which  perhaps  accounted  tor  some  of  the  misunderstand- 
ings on  the  part  of  the  speakers  in  the  discussion.  The  relative  fre- 
quency of  dental  cases,  which  he  had  given  as  fifty  per  cent.,  and  which 
Dr.  Skilleru  had  found  to  be  twenty-five  per  cent.,  was  doubtless  the 
outcome  of  a  difference  in  experience.  Dr.  Mosher  had  expressed  sur- 
prise at  the  number  of  cases  reported;  the  number  was  placed  at  "sav- 
eral  hundred,"  not  "seven  hundred,"  as  Dr.  Mosher  had  understood. 
As  an  illustration  of  the  frequency  with  which  these  cases  presented 
themselves  in  the  speaker's  experience,  he  recalled  that  during  the  last 
five  days  he  had  sent  three  cases  of  chronic  empyema  of  the  maxillary 
antrum  to  Dr.  Caldwell  for  X-ray  examination,  the  diagnosis  being 
verified  in  each  case.  Another  misconception  was  with  reference  to 
the  technic.  He  did  not  remove  the  anterior  end  of  the  inferior  turljin- 
ate,  but  merely  dissected  away  the  inferior  border.  When  these  cases 
healed  they  had  perfectly  normal  mucous  membrane.  In  acute  cases 
he  used  mild  solutions;  and  he  had  specifically  stated  that  in  some 
cases  he  employed  no  irrigatio'n  at  all.  His  purpose  always  was  to  re- 
store to  the  patient  a  normal  antrum,  which  it  was  possible  to  do. 

The  teeth  might  become  infected  on  the  opposite  side,  the  teeth  on 
the  same  side  as  the  antral   infection  not  being  involved.     He  agreed 
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with  Dr.  Hurd  with  regard  to  the  frontal  sinus  and  ethmoid  cells.  The 
key  to  the  entire  situation  was  the  question  of  drainage.  Necrosis  and 
granulations  must  be  removed.  The  tendenc.v  of  the  opening  to  close, 
as  suggested  by  Dr.  Myles,  would  be  largely  obviated  by  makin.g  the 
opening  as  near  to  the  floor  as  possible.  He  had  had  no  experience 
with  bismuth  paste,  as  suggested  by  Dr.  Hurd,  his  e.xperience  with 
nitrate  of  silver  having  proved  entirely  satisfactory.  The  method,  pro- 
posed by  Dr.  Myles,  of  opening  through  the  hiatus  semilunaris,  did  not 
always  give  satisfaction. 

Answering  Dr.  Jervey,  the  question  of  classification  had  been  thor- 
oughly covered  in  the  paper. 

He  expected,  at  a  future  time,  to  publish  the  pathological  data,  the 
lack  of  which  in  the  jiresent  communication  had  disappointed  Dr.  Beck. 


KEPOKT     OF    A     CASE     OF     COEXISTENT     CARCINOilA, 
TUBERCULOSIS,   AND    SYPHILIS   OF    THE    ESOPHAGUS. 

By  L.    W.   PEAN,   JU.    P.,   and   J.   B.  GREGG,  M.   D.,   Iowa  City,   Iowa. 

The  pui-posc  of  this  article  shall  be  to  briefly  discuss  earcinoiaa, 
tuberculosis,  and  syphilis  of  the  esophagus;  their  coexistence  in 
this  organ ;  with  the  report  of  a  very  unusual  ease. 

Tuberculosis  of  the  Esophagus. 

Tlu-  first  case  of  esophageal  tuberculosis  was  recorded  by  Denon- 
villiers  (1)  1837,  and  six  years  later  Louis  reported  finding  six 
cases  of  esophageal  ulceration,  presumably  tuberculous,  in  120 
tuberculous  cadavers. 

In  the  seventy-four  years  which  followed  this  first  observation, 
103  cases  were  reported;  only  69  of  which,  can,  with  reasonable 
certainly  be  classed  as  tuberculous.  Since  then,  numerous  cases 
have  been  reported,  until  now  the  affection  is  no  longer  regarded  as 
lieing  of  great  rarity. 

Tliis  disease  has,  however,  received  such  slight  consideration  in 
medical  literature,  that  the  physician  does  not  take  it  into  considera- 
tion in  an  otherwise  tuberculous  patient  and  may  ascribe  the 
esophageal  symptoms  to  a  visible  laryngeal  tuberculosis. 

The  classification  according  to  etiology,  as  suggested  by  Flexuer 
(2)  is  as  follows: 

1.  Instances  in  wliicli  the  tuberculous  process  arises  through 
continuity  or  contiguity  of  structure;  as  in  ulceration  of  the 
esophagus  from  a  caseous  bronchial  gland,  caries  of  the  vertibrae, 
or  from  a  tuberculous  ulcer  of  the  pharynx  which  passes  down  and 
invades  the  esophagus. 

2.  Cases  in  M'hich  there  exists  in  the  esophageal  mucosa  a  pre- 
vious lesion  to  be  regarded  as  predisposing  to  tuberculous  infection. 

3.  Instances  in  which  (a)  the  esophagus  is  affected  in  the  course 
of  a  general  disseminated  miliary  tuberculosis;  and  (b)  in  which 
there  is  infection  of  the  mucosa  from  tuberculous  sputum  where 
no  previous  lesion  existed. 

Of  the  nineteen  cases  of  undoubted  tuberculosis  collected  by 
Flexner,  but  two  cases  belonged  to  Class  2,  in  which  we  are  espe- 
cially interested  in  this  report. 
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When  seen  as  an  extension  from  the  larynx,  especially  as  "party 
wall"  lesions,  the  esophageal  lesions  present  much  the  same  picture 
as  the  laryngeal  disease  (3).  When,  however,  they  are  not  con- 
fluent with  a  lesion  in  the  pharynx  or  larynx  in  the  esophagus,  the 
endoscopic  appearances  are  tliose  of  superficial  ulceration,  or  a 
simple  erosion,  and  there  may  l)e  yellowish  or  whitish  granules  in 
the  neighborhood  of  the  erosions  or  ulceration.  Cicatrices  have 
been  observed  by  Jackson  but  twice;  once  in  connection  with 
ulceration ;  and  once  in  invasion  of  the  esophagus  by  peri-bronchial 
tuberculous  grandular  processes.  The  ulcerations  of  esophageal 
tuberciUosis  usually  are  more  superficial  and  less  inflammatory  in 
character  than  either  cancer  or  lues.  The  diagnosis  here  as  else- 
where rests  upon  the  microscopic  findings  in  pieces  of  involved 
tissue  removed  by  means  of  the  esopliagoscope. 

Syphilis  of  the  Esophagus. 

Sypliilis  involving  the  esophagus,  although  rare,  has  long  been 
known  to  exist,  having  been  described  by  ]\Iarcus  Aurelio  Severino, 
(1580-1656),  (4).  Prior  to  the  days  of  esophagoscopy,  (5),  the 
few  diagnoses  of  lues  of  the  esophagus  were  made  solely  from  the 
disappearance  of  esophageal  symptoms  following  antiluetie  treat- 
ment.    Such  diagnoses  necessarily  are  apt  to  err,  (6). 

The  esopliagoscope  has  shown  that  syphilis  of  the  esophagus  may 
present  itself  as  the  mucous  plaque,  a  gumma,  an  ulcer  or  as  a 
cicatrix.  For  diagnosis,  the  esophagoscopic  appearance  must  be 
considered  in  relation  to  the  history,  the  concomitant  lesions,  the 
therapeutic  test,  the  Wassermann  reaction,  the  examination  of  thi' 
tissue,  and  the  search  for  spirochaetes. 

The  esophagoscopic  appearance  of  the  bietic  ulcer  is  largely  due 
to  mixed  infection,  with  resultant  inflammatory  condition.  The 
iinicous  plaque  appears  similar  to  that  seen  in  the  fauces.  It  may 
be  slightly  elevated  in  one  part,  with  simply  a  ])luish  white  cloudi- 
ness in  another  part.  The  lesion  is  typically  inflammatory  in 
character.  The  cicatrix  of  luetic  esopliagiiis  does  not  differ  from 
other  cicatrices  (7). 

Carcinoma    hf    thk    Esoi'iL\(ius. 

Carciuonia  is  the  most  important  iicophism  and  tlie  most  common 
disease  affecting  the  esopliagus. 

Eight.v  per  cent,  of  malignant  esopliageal  cases  ai'e  carcinomatous 
(8). 
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lu  5,07!)  autopsies,  Zenker  (9)  found  carcinoma  of  the  esophagus 
primary  in  only  thirteen  eases ;  and  secondary  in  but  six.  Williams 
(10)  has  found  them  to  constitute  5.3  per  cent,  of  all  carcinomatous 
tumors,  and  to  be  much  more  frequent  in  men  than  in  women. 
Von  Hacker,  (11)  states  that  ever  72  per  cent,  occur  in  males,  and 
that  the  neoplasm  is  usually  primary  in  the  esophagus.  They  may 
develop  by  extension  or  by  implantation  (12),  but  do  not  occur  in 
this  locality  as  the  result  of  metastasis  (13). 

Carcinoma  of  neighboring  organs  may  spread  to  the  esophagus 
and  be  inoculated  from  a  cancer  situated  higher  up  or  lower  down, 
and  the  entire  tube  may  become  covered  with  carcinomatous 
nodules.  The  cancer  is  usually  an  epithelioma  (pavement  epi 
thelium)  ;  glandular  cancer  and  the  colloid  form  are  more  rare. 
As  a  rule,  only  a  portion  of  the  esophagus  is  attacked,  with,  the 
production  of  insular  infiltration  forming  a  segment  on  one  side 
of  the  tube,  or  annular,  cauliflower-like  and  papillomatous  tumors. 

Carcinoma  of  the  esophagus  is  found  most  frequently  in  one  of 
three  localities  at  the  cardiac  orifice,  opposite  the  bifurcation  of 
the  trachea,  or  on  a  level  with  the  cricoid  cartilage. 

Jackson  gives  the  following  forms  of  esophageal  carcinoma : 

1.  Submucosal  infiltration  covered  by  perfectly  normal  mem- 
])rane :  usually  associated  with  more  or  less  bulging  of  the  esopha- 
geal wall,  and  usually  as.sociated  with  hardness  and  infiltration 

2.  Leucoplakia. 

3.  Ulceration  projecting  but  little  above  the  surface  at  the  edges. 

4.  Rounded  nodular  masses  grouped  in  mulberry  like  form, 
either  dark  or  light  in  color. 

5.  Polypoid  masses. 

6.  Cauliflower  fungations. 

It  is  always  well  to  remember  that  a  carcinomatous  lesion  which 
has  existed  for  some  time  may  have  engrafted  ujion  it  a  mixed 
infection  with  resulting  inflammation. 

The  real  diagnosis  rests  on  the  histological  examination  of  a 
specimen  removed  esophagoscopically.  Submucous  tumors  should 
not  have  a  piece  removed  for  diagnosis  because  of  the  danger  of 
causing  ulceration,  and  rapidly  increasing  the  growth  of  the  tumor 
if  it  be  malignant. 

Seventy  per  cent,  of  the  cases  of  esopliageal  carcinoma  have  been 
Pound  in  patients  of  above  fifty  years,  but  it  has  also  been  observed 
in  young  individuals  (19  years  of  age). 

Irritation,  mechanical,  chemical  or  thermal,  is  a  most  important 
predisposing  factor  in  the  etiology  (14). 


COEXISTENT    CARCINOMA,    TUBERCULOSIS,    ETC.  ^rr 

Zenker  believes  that  alcohol  is  a  very  common  irritant  to  the 
esophageal  mucosa  and  may  predispose  to  carcinoma. 

Korner  (15)  and  Voelker  attribute  most  esophageal  careiuomata 
to  the  irritation  produced  by  the  passage  of  large  boluses  of  poorly 
masticated  food  and  this  has  been  in  accordance  with  the  apparent 
etiology  of  the  cases,  with  which  we  have  dealt. 

It  is  doubtful  if  any  antagonism  exists  between  carcinoma  and 
tuberculosis :  there  is  also  no  special  favoritism ;  yet  cancer  is  more 
frequent  among  tho.se  with  latent  tuberculosis  than  among  those 
at  the  cancer  period  of  life  (16). 

The  coexistence  of  tuberculous  disease  and  cancer  *in  the  same 
part  has  been  shown  by  Crawford,  in  the  mammae;  Franque,  in 
till-  iitirus;  Frerichs,  in  the  liver;  Beale  (17),  in  the  larynx; 
Dalton,  in  the  large  intestine;  Naeghi,  in  the  rectum,  ilium  and 
caecum;  Dixon  (18),  in  the  intestine,  and  by  Lapeyre  (19),  in 
the  hand. 

We  recently  had  a  case  of  cancer  of  face  and  esophagus.  In 
our  judgment  each  was  primary  in  an  indi\'idual  predisposed  to 
carcinoma. 

Certain  observers  have  held  that  the  tubercle  Ijacillus  and  its 
toxins  are  concerned  in  the  etiology  of  cancer,  but  Dixon,  Smitli 
and  Fox  (20)  after  animal  experimentation  convinced  themselves 
that  the  tubercle  bacillus  and  its  products  could  stimulate  epithelial 
structures  to  hyperplasia,  but  not  produce  an  invasive  tumor.  To 
explain  the  comlunation  of  the  two  diseases,  two  theories  have 
been  suggested  (21)  : 

First,  that  the  chronic  inflammatory  action  of  tuberculosis  pre- 
l)ared  the  way  for  the  development  of  cancer. 

Second,  that  cancer  by  lowering  the  general  nutrition,  assisted  the 
growth  of  tuberculosis. 

Cases  of  coincident  carcinoma  and  tuberculosis  of  the  esophagus 
have  been  reported  (22). 

Zenker  (23)  reports  a  case  of  stricture  of  the  tube,  produced  by  a 
girdle  ulcer  of  rodent  character,  which  on  examination  micro- 
scopically proved  to  have  the  typical  appearance  of  a  sciuamous 
epithelioma.  The  growth  invaded  the  deeper  strata  of  the  mucosa 
and  at  times  penetrated  the  museularis.  In  the  border  of  the  can- 
cerous portion,  near  the  \iormal  tissue,  typical  tubercles  existed, 
some  of  which  were  caseous.  The  neighboring  lymph  glands  were 
also  involved  in  the  cancerous  and  tuberculous  conditions.  Tubercle 
bacilli  were  found  in  small  numbers  in  the  tubercles.     Zenker 
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I'avors  tlu'  view  that  the  carciuoniatoiis  lesion  was  primary,  the 
intaet  epitlielium  being  resistant  to  tiihercnlous  infection. 

Cordna  (2-1:)  reports  the  case  of  a  man  of  sixty  yeai's,  who  canio 
to  autopsy  with  tlie  clinical  diagnosis  of  carcinoma  of  the  esophagus, 
incipient  pulmonary  tuberculosis  and  adhesive  pleuritis.  In  the 
esopiiagus,  at  about  the  bifurcation  of  the  trachea,  was  found  an 
ulcer  ten  to  fifteen  cms.  long,  which  atfected  the  whole  circumfer- 
cuee.  The  edges  of  the  ulcer  were  somewhat  elevated  and  firm,  the 
base  was  soft  and  jiulpy.  Upon  sectioning  the  ulcer,  the  entire 
wall  (»f  the  t'sophagus  was  found  almost  destroyed,  forming  a  small 
tumor  mass.'  ilicroscopically,  both  a  carcinomatous  and  a  tuber- 
culous lesion  was  found.  Tubercles  in  the  process  of  caseation 
were  found  in  the  middle  of  the  cancerous  ulcer,  and  about  its 
periphery.     No  tubercle  bacilli   were  found  after  careful  search. 

Cordna  thought  the  tuberculous  invas-.ion  of  the  cancerous  ulcer 
took  place  through  the  lymphatics  leading  from  tuberculous  areas 
in  the  lungs.  It  would  seem,  however,  more  probable  that  the  sec- 
ondary tuberculous  involvement  was  due  to  sputum  deglutition. 

Pepper  and  Edsall  (25)  (26)  report  the  case  of  a  man,  forty-tw'O 
years  of  age.  who  had  tuberculosis  of  the  lungs,  larynx,  cervical 
glands  and  esophagus.  The  esophagus  was  patulous  and  normal 
as  high  up  as  the  level  of  the  arch  of  the  aorta.  Above  this  point 
and  to  the  junction  witli  tlie  ]iliarynx.  the  lumen  had  entirely  dis- 
appeared. 

The  esopliageal  walls  and  surrounding  tissues  had  formed  a  band 
of  dense  fibrous  tissue  about  1.25  cm.  thick  and  3.75  cm.  broad  which 
was  firmly  bound  to  the  vertebrae.  Examined  microscopically,  can- 
cerous tissue  was  found  on  a  dense  fibrous  tissue  basis ;  a  tubercle 
like  mass  undergoing  fibroid  changes,  with  an  occasional  giant  cell, 
and  tubercle  bacilli. 

The  central  and  deeper  portions  of  the  tumor  were  composed 
mainly  of  fibrous  tissue;  this  leading  the  authors  to  conclude  that 
tuberculosis  was  the  original  cause  of  the  disease,  while  cancer 
subsequently  infiltrated  the  occlusion. 

Weyeneth  (27)  reports  the  case  of  a  man  of  fifty-eight,  who  had 
pulmonary  tuberculosis  for  five  years,  for  four  years  suppuration 
and  deafness  of  tlu»  left  ear;  and  later  involvement  of  the  right  ear. 
At  the  time  of  examination  there  had  recently  developed  difficult 
deglutition  and  vomiting  after  eating.  A  sound  was  pa.ssed  into  the 
stomach  without  meeting  an  obstruction.  After  three  weeks,  death 
occurred;  tile  cause  being  given  as  " tulierculosis  pulmonum  ct  in- 


COEXISTENT   CARCINOMA,    TUBERCULOSIS,    ETC.  jy 

testini. "  The  autopsy  showed  tuberculosis  of  both  lungs  and  sev- 
eral ulcers  in  the  neighborhood  of  the  ileocaecal  valve.  On  the  an- 
terior wall  of  the  esophagus,  and  on  a  level  with  the  bifurcation  of 
the  trachea,  was  an  oval  ulcer  that  macroseopieally  gave  the  im- 
pression of  an  ulcerated  tumor.  Surrounding  the  ulcer  was  an 
area  over  which  the  mucosa  was  destroyed.  Scattered  throughout 
this  denuded  area  were  numerous  small  nodules,  both  isolated  and 
grouped.  Granulation  tissue  covered  the  base  of  the  ulcer,  and  the 
esopliageal  wall  in  the  neighborhood  of  the  ulcer  was  thickened. 
Microscopically  the  chief  mass  was  found  to  be  composed  of  cancer 
tissue  with  recent  tuberculosis:  tubercle  bacilli  being  found  in  the 
nodules  about  the  periphery. 

In  this  ease,  the  sequence  was:  tuberculosis  of  the  lungs  and  in- 
testines ;  carcinoma  of  the  esophagus ;  tuberculosis  of  the  esophagus. 
"Weyeneth's  opinion,  concurred  in  by  Professor  Kibbert,  was  that 
the  malignant  growth  antedated  by  several  months,  the  tubercu- 
lous invasion.  Infection  by  the  sputum  (28)  seems  probable  as 
there  were  no  foci  in  the  neighboring  lymph  glands. 

Syphilis  in  combination  with  carcinoma  or  with  tuberculosis,  is 
more  rare. 

Kellert  (29)  lias  found  relatively  few  cancer  patients,  who  gave 
a  specific  history,  and  Wassermann  tests  on  their  blood  .serum  seldom 
gave  a  positive  reaction. 

Occasionally  (8)  leueoplakia  has  been  observed  in  the  esophagus 
similar  to  that  of  other  mucous  membranes,  coincident  with  carci- 
noma of  the  esophagus.  As  carcinoma  develops  in  other  situations 
where  there  is  leueoplakia,  it  is  possible  that  here  also  it  may  occur 
with  in  some  cases  of  syphilis  as  the  causal  agent  for  the  leueoplakia. 

According  to  Lexer  Bevan  (30)  carcinomas  of  the  mucous  mem- 
branes may  develop  from  fibro-epithelial  growths,  and  from  ulcers 
of  all  kinds,  especially  the  tuberculous  and  syphilitic. 

Dennis  (-31)  has  notes  on  a  case  in  which  a  diagnosis  of  tuber- 
culous laryngitis  was  made  in  a  woman  with  a  history  of  pul- 
monary and  hip  joint  tuberculosis.  Later  a  characteristic  skin 
syphilid  was  discovered,  and  under  antiluetic  treatment  the  larynx 
rapidly  healed,  except  in  a  comparatively  small  area,  which  re- 
mained obstinate.  He  considered  that  this  was  probably  a  case  of 
syphilis  of  the  larynx  on  which  a  tuberculous  infection  was 
grafted. 
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Ac't'ordiiig  to  Dennis  (31)  Moritz  Schmidt  has  reported  a  ease 
in  Mhich  tuberculosis,  syphilis  and  carcinoma  were  all  present  in 
the  larynx  of  the  same  patient. 

Other  writers  (32)  (33)  report  laryngeal  cancer  having  co- 
existed with  laryngeal  syphilis  and  with  laryngeal  tuberculosis. 

Jackson  (34)  reported  a  case  before  this  Society,  in  which  he 
was  certain  that  carcinoma,  syphilis  and  tuberculosis  coexisted  in 
the  larynx.  The  patient,  a  man  of  fifty-two,  had  a  family  history 
of  tuberculosis,  a  history  of  a  primarj'  luetic  lesion  three  years 
before,  followed  bj'  well  marked  secondaries,  and  at  first  exam- 
ination, a  gumma  of  the  septum.  The  larynx  was  in  the  ulcerative 
stage;  the  respiratory  chink  being  narrowed  to  an  oblique  slot. 
Fuugating  masses  protruded  from  the  ulcers,  but  not  sufficiently 
to  completely  occlude  the  laryngeal  lumen.  The  neck  was  fiill 
of  enlarged  hard  lymphatic  glands.  Jackson  considered  the  diag- 
nosis of  laryngeal  syphilis  with  perichondritis  indisputable,  and 
the  patient  was  put  on  vigorous  mixed  treatment,  with  marked 
laryngeal  improvement.  Healing  occurred  until  the  only  lesion 
was  a  fungous,  warty-looking  mass  on  the  left  cord  and  filling  the 
left  ventricle.  Here  all  improvement  ceased  and  overwhelming 
doses  of  potassium  iodide,  with  mercury  to  full  tolerance,  for  two 
months,  had  no  effect  on  the  growth  which  began  slowly  to  in- 
crease in  size.  Repeated  examinations  of  the  sputum  revealed 
tubercle  bacilli.  A  specimen  of  the  larynx  was  removed,  and 
proven  to  be  an  epithelioma. 

Kellert  (2!))  rejiorts  the  case  of  a  woman  whose  post  mortem 
examination  led  to  the  following  anatomic  diagno.sis: 

Carcinoma  of  the  pharynx  with  metastases  to  the  cervical  lymph 
node;  tuberculosis  involving  the  same  area  of  the  pharynx;  tuber- 
culosis of  the  same  lymph  nodes  as  involved  by  the  carcinoma ; 
l)ulmonary  tuberculosis  with  cavity  formation :  tuberculous  pleu- 
ritis  with  effusions;  tuberculous  ulcers  of  the  small  intestine:  and 
tabes  dorsalis,  syphilitic. 

;\Ioritz  Schmidt  (35)  has  observed  a  case  with  Roth,  which  was 
diagnosed  tuberculosis  of  the  larynx.  Thei-e  was  healing  of  this 
lesion,  yet  in  spite  of  the  fact  that  the  patient  denied  syphilis, 
tertiary  lesions  were  found  in  the  larynx.  There  was  also  partial 
healing  of  this  second  lesion,  l)ut  a  growth  diagnosed  microscop- 
ically by  Weigirt  as  carcinoma,  appeared  u[>oii  this  site,  and  from 
which  the  patient  finally  died. 
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CASE  REPORT. 

Case.     Mr.  J.  S.,  white,  male,  sixty  years  of  age,  german,  a  tailor. 

Referred  by  Doctor  F.  W.  Bailey  of  Cedar  Rapids,  Iowa. 

The  patieut  entered  the  University  Hospital,  April  17,  3 91  fi,  complaining  of 
inability  to  swallow  well,  weakness  and  cough. 

Present  Illness.  Twenty-eight  years  ago  he  first  had  trouble  in  swallowing, 
lasting  for  five  weeks.  His  only  trouble  at  that  time  was  dysjjhagia;  no  loss 
of  weight;  no  cough;  no  regurgitation  or  lodging  of  food.  This  attack  began 
suddenly  and  ended  suddenly  without  treatment  of  any  kind.  Since  that  time 
up  to  November,  1915,  he  had  no  trouble  of  any  kind. 

In  November,  1915,  while  eating  supper,  he  swallowed  a  piece  of  meat  not 
well  masticated;  which  seemed  to  lodge  just  back  of  the  sternum,  causing 
violent  coughing.  The  coughing  spell  soon  ended  and  the  feeling  as  of  some- 
thing lodged  in  the  throat  disappeared.  He  drank  some  liquids  at  once  without 
difficulty,  and  the  next  morning  he  ate  as  usual. 

For  about  six  weeks  he  swallowed  as  well  as  ever,  hiit  about  the  last  of 
December,  1915,  he  noticed  that  he  was  becoming  poor.  About  January  1, 
1916,  he  began  again  to  have  some  trouble  in  swallowing;  the  amount  of 
dysphagia  varying  considerably.  Gradually  the  swallowing  became  more 
difficult  so  that  articles  of  solid  food  were  not  eaten.  Even  in  swallowing  soft 
food  he  would  often  choke  and  cough  so  violently  that  food  was  expelled  through 
both  the  nose  and  the  mouth.  He  coughed  a  good  deal,  but  not  at  any  particu- 
lar time;  no  event  seemed  to  bring  on  these  attacks.  No  blood  was  ever 
coughed  up;  only  a  very  tenacious  slimy  sjjutum,  like  the  white  of  an  egg  only 
more  sticky.  He  does  not  regurgitate  food  eaten  hours  before.  The  throat 
feels  dry  and  he  has  marked  thirst;  which  owing  to  the  difficulty  in  swallowing 
he  cannot  satisfy. 

At  the  present  time  he  is  unable  to  swallow  anything  with  surety.  He  has 
lost  fift}-  pounds  in  weight,  and  is  markedly  weakened,  sallow  and  anemic. 
He  complains  of  pain  in  the  chest  just  behind  the  sternum,  which  is  severe 
enough  to  awaken  him  at  night.  During  these  attacks  of  pain  he  finds  it 
difficult  to  breathe. 

Family  history.  His  father  and  mother  are  dead;  the  cause  of  death  being 
unknown.  He  has  five  half  brothers  alive  and  well;  one  half  sister  alive  and 
well. 

He  has  four  children  alive  and  well.  His  wife  has  had  three  miscarriages, 
and  one  still-birth. 

Past  history.  He  had  measles  as  a  child,  but  no  other  childhood  diseases;  no 
fevers  with  the  exception  of  malaria. 

He  uses  beer  and  whisky  moderatel.y;  never  to  excess.  He  chews  tobacco 
moderately.  He  denies  venereal  history,  but  in  1SS7  he  had  a  swelling  of  the 
cervical  glands  and  a  very  sore  throat.  No  other  glands  became  enlarged,  and 
there  was  no  skin  eruption.  He  denies  sweats  and  hemoptysis;  has  had  some 
cough,  but  not  excessive.  He  catches  cold  easil.v  but  there  has  never  been  any 
dysponea. 

He  was  hit  on  the  head  at  one  time,  resulting  in  a  skull  fracture  which  caused 
the  left  ear  to  become  deaf. 

General  examination  by  Doctor  C.  P.  Howard,  May  3,  1916. 

The  patient  is  a  poorly  nourished  and  developed  man  of  stated  age  and  gives 
the  appearance  of  having  lost  much  weight.  The  temporal  arteries  stand  out 
prominently. 
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The  muscles  are  small  and  there  is  a  marked  myoidema.  The  skin  is  hot, 
moist  and  covered  with  acne;  without  scars  or  areas  of  pigmentation  suggesting 
a  previous  lues. 

The  thorax  is  of  the  senile  emphysematous  type,  with  high  clavicles  and 
rounded  back.  Expansion  is  fairly  restricted  equally.  Litten  is  present  on 
both  sides.  The  percussion  note  is  definitely  impaired  in  the  right  supraspinous 
fossa  and  over  the  right  clavicle.  Xo  changes  in  vocal  fremitus.  The  breath 
sounds  are  feeble  and  vesicular;  nowhere  prolonged.  Definite  fine  crepitations 
are  heard  over  the  apex,  spine,  clavicle  and  scapula  on  the  right  side;  an 
occasional  crepitation  being  heard  over  the  left  scapula. 

Heart.  The  point  of  maximal  intensity  is  in  the  fifth  interspace,  8  cms.  from 
the  mid-sternal  line.  The  area  of  relative  cardiac  dullness  extends  4  cms.  to 
the  right  of  the  mid-sternal  line  and  7.5  cms.  to  the  left.  The  heart  sounds 
are  distant;  no  murmurs;   A2  is  not  definitely  accentuated. 

The  radial  ijulse  is  synchronous  and  equal;  of  good  volume. 

The  blood  pressure  is  systolic,  118  mm.  Hg.;  diastolic,  (30  mm.  Hg. 

There  is  no  tracheal  tug  and  no  retrosternal  dullness. 

The  abdomen  is  flat  and  doughy;  no  masses  or  areas  of  dulness.  The  liver 
or   spleen  cannot  be  felt. 

The  shins  are  free  from  edema.  There  are  two  or  three  nodes  over  the 
right  shin;  possibly  traumatic.     The  reilexes  are  normal  on  each  side. 

Diagnosis.     Tuberculous  involvement  of  both  apices. 

Soutine  examination. 

Eyes.  Chronic  catarrhal  conjunctivitis  is  present,  with  some  lacrimation; 
tear  ducts  patent.  The  pupils  are  round,  equal,  2  mm.  in  diameter,  reacting  to 
light  and  accommodation.  Eotations  are  normal.  The  media  are  clear;  the 
fundi  showing  no  evident  lesion. 

O.  D.  y.  =  6/60 
O.  S.  V.  =  6/60 

Ears,  right.  The  canal  is  clean;  drum  retracted  slightly,  but  the  ossicles 
move  with  Siegle's  otoscope.  High  notes  are  well  heard,  but  low  notes  are 
slightly  cut  down.  He  hears  A  C."  and  C'^tuning  forks;  not  the  A  fork. 
Weber's  localized  to  the  right  ear. 

Left.  The  canal  is  clean,  drum  retracted,  the  ossicles  not  moving  with 
Siegle"s  otoscope.  Galton  whistle  and  none  of  the  tuning  forks  are  heard  by 
air. 

Hearing  with  alarm:  Eight — ^Whispered  voice,  12  feet;  spoken  voice,  45 
feet.     Left — Whispered  voice,  0;  spoken  voice,  0. 

Nose.  The  septum  is  deflected  to  the  right,  with  a  large  spur  on  the  left. 
Each  middle  turbinate  is  enlarged.  There  is  a  small  amount  of  mucopus  in 
each  middle  meatus. 

Throat,  The  teeth  are  in  very  poor  condition,  with  marked  pyorrhea.  The 
pharyngeal  mucosa  and  posterior  buccal  mucosa  are  markedly  reddened.  The 
lower  pharynx  and  larynx  are  covered  by  a  profuse  amount  of  mucus. 

Esophageal  examination.  On  swallowing  liquids,  he  coughs  and  chokes, 
nearly  all  the  fluid  being  ejected.  No  fluid  can  be  heard  entering  the  stomach, 
and  there  is  no  gurgling  in  the  neck.  Choking  comes  immediately  after 
swallowing. 

The  radiogram  taken  after  swallowing  bismuth  and  acacia  mixture  shows  an 
S  shaped  stricture  of  the  esophagus;  the  convexity  of  the  upper  portion  is  to 
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the  right,  of  the  lower  portion,  to  the  left.  The  middle  of  the  stricture  is  at 
about  the  union  of  the  manubriodavieular  articulation.  The  stricture  ajipar- 
eiitly  begins  at  the  level  of  the  lower  margin  of  the  criidiil  caitilage. 


^^Mi^^ 


FIGURE    1. 

PliotomicroKrapli    of    the    tuberculous    portion.      Note    especially    tlie    large 

typical  giant  cells. 

April    21,    191(i,   the   patient    was   esojjhagoseoped   under   cocaiu    anesthesia, 
using  the  ilosher  and  Jackson  esophagoscopes. 
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One  and  onebalf  inches  below  the  ericoiil  cartilage,  was  found  u  uodnlar 
mass  on  the  I'ight  side  of  the  esojihafjus.  The  liimeu  of  the  tube  was  very 
small  and  to  the  left  of  this  mass. 


riiotomicrograph    of    the    carcinomatous    portion.      NoLo    the    .'^■olid    ne.sts    of 
epitlielial   cells  of  a  squamous  t.vpe. 

Pieces  of  tissue  were  removed  from  this  mass  with  biters,  for  pathological 
examination. 

Report  of  Doctor  Albert  on  tissue  removed  from  esophagus: 
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(lif)ss  FalhiAtigij :  The  material  to  be  examined  eousisted  of  tissue  scrap- 
ings, the  mass  of  which  measured  about  one  cm.  in  diameter,  and  individual 
jiieces  of  which  measured  from  two  to  five  mm.  in  diameter. 

Mitraxcopic  Palholoi/y :  Certain  iiieces  of  tissue  consisted  of  the  nnrinul 
squamous  epithelial  lining  of  the  esophagus.  Others  and  more  especially  the 
largest  piece  consisted  of  connective  tissue  and  non-striated  muscle  tissue  in- 
vaded by  a  large  number  of  solid  masses  of  epithelial  cells.  These  epithelial 
cells  were  of  the  squamous  type.  Many  of  the  nests  or  masses  of  epithelial 
cells  contained  hornified  epithelium  in  their  centers,  forming  distinct  whorls 
or  jiearls.  The  muscle  or  cennective  tissue  invaded  by  the  epithelial  cell  masses 
is  markedl.y  inflamed  as  shown  bv  a  large  amount  of  "round-cell"  infiltra- 
tion; the  ''round-cells"  of  which  are  principally  fibroblasts. 

Other  pieces  of  tissue  contained  distinct  tubercles  consisting  of  central 
masses  of  beginning  caseation  necrosis  surrounded  by  quite  a  large  number  of 
giant  and  endothelial  cells,  and  about  the  periphery,  large  numbers  of  "rouncl- 
cells"  consisting  of  fibroblasts  and  lymphocytes.  The  giant-cells  were  of  rhe 
typical  tubercle  type;  that  is,  the  nuclei  were  arranged  about  the  jieripherv 
of  the  cells  whereas  the  center  of  the  cells  showed  the  homogenous  struotui-e 
of  caseation  necrosis.  In  one  field,  fourteen  giant  cells  were  found.  A  few 
tubercle  bacilli  were  also  found. 

Ajiril   22,   1916.     The   Washermann   test   on    the  blood   was   ]iositive. 

May  7,   1916.     The  tuberculin  test    (von   Perquet)    was  positive. 

Ma.y  2,  1916.     Tubercle  bacilli  were  found  in  the  sputum  by  Doctor  Ro.yce. 

May  15,  1916.  Smears  taken  directly  from  the  larynx  were  reported  nega- 
tive for  tubercle  bacilli  by  Doctor  Royee. 

The  blood  examination  on  May  7,  1916,  revealed  the  following: 

Hemoglobin   75%    Sahli.     Red  cells  4,900,000. 

White  cells  12,600. 

Differential  count:     Polys.  71%;   Lymphos  21%. 

Transitionals  2%;   Large  mcnos.  4%;   Eos.  1%. 

Basojjhilis  1% . 

The  urine  was  .yellow;  sp.  gr.  1,008;  acid;  negative  for  allinniiii,  sugar  and 
sediment.     Microscopically  a  few  hyaline  easts  were  foun<l. 

The  patient  was  placed  on  antiluetic  treatment  April  24,  1916;  mercury 
inunctions  and  potassium  iodide.  A  marked  improvement  in  dysphagia  was 
immediatel_y  noticed. 

Bj-  Ma.y  15,  1916,  he  was  able  to  swallow  all  kinds  of  soft  food  and  semi- 
solids. He  ate  meat,  potatoes,  vegetables,  and  had  no  pain  or  difficulty  while 
swallowing  or  afterwards. 

Miscroscopical  examination  of  the  pieces  renujved  from  the  esophageal  tumor 
proved  both  its  carcinomatous  and  tuberculous  character.  The  marked  im- 
provement in  the  swallowinij  after  antiluetic  treatment  alone,  and  in  the 
presence  of  a  positive  Wassermann,  suggests  a  definite  luetic  element  present 
in  this  mixed  tumor.  Difficult}'  in  swallowing  twenty-eight  years  ago,  which 
lasted  six  weeks  and  then  disappeared,  is  also  suggestive  of  syphilis. 
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DISCUSSION. 

Dr.  Saiiiufl  If^laiier,  Cincinnati,  Ohio,  referred  to  the  remarkable 
fact  that  the  esophagus  so  often  escaped  tuberculosis,  considering  the 
amount  of  sputum  swallowed  by  the  patient.  It  was  probably  explained 
by  the  fact  that  the  esophagus,  like  the  mouth,  owing  to  its  peculiar 
epithelium,  was  not  pr-5disposed  to  tubercujosis.  Another  explanation 
might  be  found  in  the  rapidity  of  deglutition.  In  investigating  this 
(luestion  sometime  ago  he  had  found  that  food  passed  the  larynx  in 
1-4  0th  of  a  second.  In  the  absence  of  abrasions  the  rapidity  of  deglu- 
tition shortening  contact  probably  prevented  infection.  On  the  other 
hand,  tuberculosis  of  the  intestines  was  very  common,  probably  due  to 
the  prolonged  stay  of  the  tuliercle  bacilli  in  the  intestinal  tract. 
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It  was  very  important,  after  removing  impacted  food,  to  loolv  for 
some  patliological  lesion.  He  recalled  a  case,  in  a  coal  heaver,  in 
whom  food  became  impacted  in  the  esophagus,  a  gumma  being  found 
upon  removing  the  food.  In  another  case  the  peribronchial  glands 
were  found  to  be  involved,  probal)!y  syphilitic. 

Several  cases  of  coexistent  carcinoma,  tiilierculosis,  and  syphilis  of 
the  larynx  had  been  reported.  Carcinoma  frequently  supervened  upon 
syphilitic  ulcer,  but  it  was  very  rare  for  carcinoma  to  supervene  upon 
tuberculosis  of  mucous  membrane  or  skin. 

He  suggested  the  us3  of  the  cautery  in  the  treatment  of  tuljerculous 
lesions  in  the  esophagus. 


THE  rSE  OF  THE  ASPHiATlON  OK  VACUUM  .SUCTION 
APPARATUS  IN  CASES  WHERE  THE  ABILITY  TO 
SWALLOW  OR  COUGH  HAS  BEEN  PARTIALLY  OR 
COMPLETELY  LOST  AND  THE  PATIENTS  ARE 
PRACTICALLY  BEING  DROWNED  IN  THEIR  OWN 
SECRETIONS. 

By  ROBERT  CUNNINGHAM  MYLE.S,  M.  I).,  New  York,  N.  T. 

During  the  summer  of  1914,  a  patient  of  tlie  writer's — a  mau 
about  67  years  old — whom  he  had  treated  for  a  chronic  tracheo- 
bronchitis, developed  bronchopneumonia.  He  gradually  grew 
woi-se  and  for  weeks  there  seemed  to  be  but  little  for  life  to 
cling  to;  he  was  emaciated,  his  heart  but  feebly  fluttered,  while; 
his  cough  did  not  have  the  force  to  eject  the  thick  mucopurulent 
secretion  much  beyond  the  laryngeal  region. 

A  Wappler  suction  machine  was  placed  beside  his  bed  and 
used  at  intervals  night  and  day  to  remove  quantities  of  tough, 
tenacious  secretion,  which  clung  to  the  dried  oropharngo- 
laryngeal  walls.  This  would  give  the  patient  periods  of  rest 
and  quiet  after  the  violent  efforts  of  coughing  and  expectorating. 

The  patient  recovered  and  is  well,  as  far  as  his  respiratory  tract 
is  concerned. 

The  writer  does  not  feel  that  the  u.se  of  aspiration  was 
absolutely  essential  in  this  ease,  but  believes  that  it  contributed 
very  decided  relief  at  critical  times. 

The  use  of  some  type  of  suction  apparatus,  during  the  past 
several  years — especially  in  eases  of  tonsillectomy  where  the 
secretions  and  blood  accumulated  in  tlie  hyoid  fossae  and 
laryngeal  region — ^naturally  begot  the  habit  of  relying  on  thf^ 
procedure  for  relief  in  all  cases  where  suffocation  was  threatened. 

Two  cases  came  under  the  writer's  care  M'ithin  the  past  several 
months,  when  the  employment  of  suction  was  one  of  the  essential 
factors  in  saving  the  lives  of  the  patients. 

CASE  REPORTS. 
Case  1  was  in  a  child,  about  three  years  old.  I  was  called  to  see  it  as  an 
urgent  emergency  case.  I  found  the  little  patient  in  extremis,  with  that 
peculiar  noise  in  the  throat  that  is  usually  heard  in  this  class  of  cases  just 
before  the  end.  There  was  ^•ery  limited  respiratory  space,  and  complete 
inability  to  get  rid  of  a  flood  of  thick  mucopurulent  secretion.  All  the  recesses 
of  the  nose,  rhinopharynx,  mouth  and  lower  pharynx  seemed  to  be  filled  to 
capacity  with  the  tenacious  mucus. 
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Tlio  I'lMvk-al  lympluiodc-s  were  verv  l.-iryo.  The  tdiisils  ami  Hie  adjacent 
parts  were  extremely  edematous,  alnmst  in  Juxta|insition,  with  the  respiratory 
air  ehurniiifj;  through  tlie  narrow  intersjiaee,  and  the  volume  of  secretion 
extreme,  the  child  presenting  a  pitiable  picture  of  emaciation,  exhaustion  and 
struggling  for  air.     There  had  been   inability  to  swallow  for  several  days. 

I  tried  to  remove  the  secretions  with  gau;e  swabs.  The  quantity  was  so 
great,  the  sjjace  so  narrow,  the  patient  so  weak  that  I  discontinued  the  etforts 
and  having  secured  a  suction  apparatus  within  ten  minutes,  I  rapidly  removed 
an  unbelievable  quantity  of  secretion  from  the  moutli,  iiharynx,  nose  and  the 
region  of  the  larynx.  Some  imiirovement  in  tlic  resiiiration  was  obtained. 
I  forced  my  finger  down  the  throat  and  detected  a  soft  mass  on  the  post- 
]diaryngeal  wall  near  the  esojihagus. 

The  child's  resjnration  and  heart  stopped — apparently  he  had  jiassed  away; 
but  artificial  respiration  and  the  reverse  position,  head  downward,  gradually 
restored  him. 

1  passed  a  long,  narrow  bistoury  through  tile  liuiit(>d  s]iace  between  the 
tonsils,  and  cut — guided  by  topographical  knowledge  and  limited  vision. 
A  free  flow  of  pi:s  followed  and  it  was  necessary  to  hold  the  child  in  the 
reveise  position  and  use  the  aspiration  apparatus  to  prevent  the  pns  from 
flowing  into  the  trachea.  I  inserted  the  forefinger  through  the  incision,  found 
a  i-avity  aliout  1  ^^  inches  in  diameter,  and  tore  the  wall  freely  with  )ny 
finger. 

Convalescciii'c  was  gradual.  When  jiatient  had  become  stronger,  his  tonsils 
and  adenoids  were  removed,  and  he  was  approximately  normal  when  I  saw 
him  last. 

(!aes  2  was  in  a  miLii  aged  seventy-two,  who  had  been  suffering  for  a  week 
from  an  iiiflncnial  trailieol  iciu'-hitis.  The  writer  had  treated  him  for  years, 
at  intervals,  for  attai-ks  of  iion-inflanimatory  cough,  and  also  for  about  an 
equal   nund  er  of  acute  attacks  of  laryngo-traeheitis. 

He  consulted  me  on  March  10th.  1  found  the  larynx  and  trachea  acutely 
inflamed,  with  moderate  edenui  of  the  mucosa,  lie  was  suddenly  called  on  a 
trip  to  New  England,  but  returned  to  my  office  on  the  15th  of  March  in  a 
worse  condition,  with  the  synqrtoms  of  an  extension  of  the  inflammation  to 
the  smaller  bronchi.  I  warncil  him  of  the  dangers  of  the  disease  and  advised 
rest  and  carcfid  attention  to  the  local  and  general  condition. 

Messages  were  sent  for  me  to  visit  him  on  the  afternoon  of  the  17th  but 
they  did  not  reach  nie  for  several  hours.  I  visited  him  about  7  P.  M.  and 
found  that  Dr.  Thomas  .J.  Tobin  had  seen  him  and  jirescribed  sparteine  and  a 
(•(High  mixture.  His  teinjjeratuie  of  10:2°  and  a  pulse  of  98  of  poor  quality  at  4 
I'.  M.  hail  iiii]ir(ived — the  temjierature  had  dropped  to  99.3°.  Patient  had  a 
fair  night,  with  some  severe  coughing  up  to  about  4  A.  M.  when  he  vomited 
and  became  slightly  cyanosed,  with  a  weak  pulse. 

P'r.  Tobin  and  myself  arrived  about  (i  A.  M.  and  found  the  patient  in 
■profound  i-onia — with  every  reflex  and  muscle  in  the  body  jjaralyzed  except 
the  heart  and  dia)dir;igm.  The  resjjirations  were  very  slow  and  irregular — 
two  to  twelve  a  miuLite,  Cheyne-Stokes  in  character.  The  heart  showed  almost 
every  weakness  of  ^vlli(•h  it   is  capable. 

The  moutli,  throat,  trachea  and  bronchi  were  full  of  thick,  mucopurulent 
secretion,  and  since  ho  could  not  swallow,  cough  nor  expectorate,  it  was 
evident   that   he   would   soon    suffocate  bv  drowning   in   his   own   secretions. 
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A  Sorensen  suction  mac-hiue  was  secured  betvreen  S  and  9  o'clock.  Very 
indifferent  relief  had  followed  the  swabbing  of  the  secretion  from  the  pharj-nx. 
A  string  was  passed  through  the  tongue,  the  mouth  pried  wide  open  and  the 
tongue  drawn  well  out.  It  was  necessary  to  use  aspiration  every  ten  to  thirty 
minutes.  The  metal  tubes  were  used  in  the  mouth  and  pharynx  and  the  rubber 
ones  were  passed  through  the  nose  into  the  trachea  and  bronchi.  The  relief 
from  the  ominous  rattling  soimds  was  immediate  and  magical. 

Dr.  Stuart  Hart  came  about  9  o'clock.  He  and  Dr.  Tobin  were  most 
resourceful  in  making  an  extremely  weak  heart  continue  to  beat  and  a  falter- 
ing diaphragm  to  continue  to  contract. 

The  eyes  manifested  no  reflex  when  the  conjunctiva  was  touched. 

The  larynx  was  in  the  cadaveric  position  and  showed  no  symptom  of 
irritation  when  the  tubes  were  introduced.  The  sphincter  ani  was  completely 
paraly;ed.  An  enema  of  coffee  flowed  out  immediately  without  evidence  of 
bowel  contraction.     Xo  volnntary  muscle  was  seen  to  move  until  after  2  P.  M. 

The  first  evidence  of  return  of  muscle  and  nerve  power  was  a  slight  effort 
to  close  the  mouth  at  about  2:30  P.  M.  The  mouth  had  been  wide  open, 
without  a  gag,  for  more  than  five  hours. 

Patient  commenced  to  regain  consciousness  about  3:30  P.  M. ;  then  the 
reflexes  returned  and  about  7  P.  M.  he  talked  rationally. 

The  vacuum  suction  apparatus  removed  the  otherwise  fatally  obstructive 
secretions  from  the  respiratory  tract,  and  allowed  time  for  making  use  of 
nearly  every  procedure  that  the  science  of  medicine  could  supply  for  stimulat- 
ing and  sustaining  the  action  of  the  heart  and  respiratory  muscles  and  for 
causing  the  return  of  the  circulation  of  the  blood  in  the  brain. 

It  would  seem  to  the  author  that  there  is  a  broad  field  for  the  use  of  the 
suction  apparatus  in  cases  of  coma,  paralysis  and  inability  of  self-removal  of 
the  secretions  from  the  respiratory  tract,  from  whatever  cause. 

Five  to  twelve  inches  of  pressure  were  found  to  be  the  best.  The  tubes 
while  in  use  should  be  kept  in  a  rapid  ^"ibratory  motion,  to  prevent  the 
indrawing  of  the  mucosa.  The  tips  of  certain  models  of  tubes  should  have 
several  perforations  in  order  that  the  air  may  aid  in  drawing  the  secretions 
through.  A  variety  of  terminal  tubes  is  presented — those  of  the  rubber 
catheter  type  can  be  used  most  effectively  through  the  nose  as  well  as  the 
mouth.  I  have  had  an  Einhorn  duodenal  tip  placed  on  the  end  of  a  long 
malleable  metal  tube,  to  be  used  in  the  lower  pharynx  and  trachea;  but  would 
advocate  a  tip  a  very  little  larger  than  the  diameter  of  the  tube  for  use  in 
the  bronchi. 

It  would  be  difficult  for  one  to  believe  that  a  patient  could  recover  from 
the  condition  in  which  this  one  was  for  over  eight  hours — unless  one  had  been 
a  witness  to  the  experience.  It  is  not  quite  clear  as  to  what  was  the  exciting 
or  actual  cause  of  the  profound  temporary  paralytic  coma.  It  would  seem  to 
simulate  the  condition  brought  about  by  hyjiertensive  action  over  the  celiac 
axis. 

The  patient  was  critically  ill  for  several  weeks — with  irregular  broncho- 
I)neumonia  symptoms.  On  April  16th,  ]7th  and  ]8th  he  was  up  in  the  chair 
and  down  stairs  on  the  J  8th,  and  seemed  to  be  convalescing  favorably.  About 
1  :30  A.  jr.  on  the  20th  of  A])ril  he  experienced  severe  and  violent  pain  in  the 
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right  side — from  an  extension  of  the  inflammatory  process  of  the  pleura.  On 
Ai)ril  27th  a  section  of  a  rib  was  removed  and  the  pleura  opened  and  four.d 
full  of  pus. 

He  failed  gradually  and  expired  the  next  day. 

DISCUSSION. 

l>r.  Thomas  Hubbard.  Toledo,  Ohio,  had  always  been  more  or  less 
skeptical  about  bronchial  flooding  until  a  recent  experience  had  con- 
vinced him  of  its  possibility.  He  had  been  called  to  see  a  child  who 
had  aspirated  a  grain  of  corn.  The  corn  completely  plugged  the  right 
bronchus,  where  it  had  been  for  forty-eight  hours.  Following  extrac- 
tion the  child  was  asphyxiated  by  the  flood  of  mucous  secretion  re- 
leased by  the  removal  of  the  foreign  body.  The  patient  was  held  head 
down,  and  there  was  a  gradual  return  of  respiration.  It  was  clearly  an 
instance  of  the  sudden  flooding  following  the  removal  of  a  foreign  body 
in  the  bronchus.  Such  a  possibility  should  always  be  born  in  mind 
in  connection  with  these  cases.  He  should  have  been  forewarned  in 
this  case  and  prepared  to  aspirate  or  to  give  oxygen,  as  the  physical 
signs  indicated  complete  plugging  of  one  bronchus,  the  right.  The 
absence  of  any  respiratory  sounds  and  dullness  of  the  right  side,  with- 
out fever,  pointed  clearly  to  pent  up  bronchial  secretions.  Dr.  Myles' 
method  should  lie  available  for  such  cases. 

Dr.  Harris  P.  Mosher,  Boston,  Mass.,  said  Dr.  Jackson  had  brought 
before  one  of  the  societies,  and  had  reinforced  in  his  book  the  great 
advantage  of  direct  bronchoscopy  in  the  relief  of  bronchial  flooding. 
In  the  second  case  cited  by  Dr.  Myles.  which  was  a  typical  case  of 
retropharyngeal  abscess,  incision  would  have  accomplished  all  that 
suction  did.  He  felt  that  the  vacuum  suction  apparatus  would  be 
of  great  value  in  cases  of  pneumonia  in  which  the  patients  were 
drowning  in  their  own  secretions. 

I>r.  Georsje  F.  Keiper,  Lafayette,  Ind.,  called  attention  to  the  use  of 
the  suction  apparatus  for  the  removal  of  secretions  from  the  mouth 
in  cases  of  children  with  stricture  of  the  esophagus  due  to  swallowed 
lye.  Children,  especially  very  young  children,  when  the  esophagus  was 
dilated,  developed  enormous  amounts  of  secretion  under  these  cir- 
cumstances, until  they  would  become  blue  in  the  face,  and  it  would  be 
necessary  to  withdraw  the  dilator  from  the  esophagus  until  the  se- 
cretions were  removed.  With  the  use  of  the  suction  apparatus  for 
withdrawing  secretions  from  the  mouth  and  trachea  he  had  found  it 
possible  to  dilate  these  strictures  for  a  longer  time  than  would  other- 
wise be  possible.  He  had  used  Dr.  Beck's'  apparatus.  Several  years  ago 
he  had  reported  before  this  Society  the  treatment  of  severe  cases  of 
asthma  by  the  introduction  of  the  bronchoscope  and  the  use  of  adren- 
alin-cocain  solution  applied  locally  to  the  bronchi.  The  secretion  could 
be  withdrawn  by  suction  after  the  introduction  of  the  adrenalln-cocain 
solution. 

I>r.  .Iosei)h  C.  Heck.  Chicago,  111.,  cited  a  case  of  very  severe  bronchor- 
rhea,  of  several  years'  duration,  in  a  woman  who  had  been  at  an  insti- 
tution for  the  treatment  of  tuberculosis.  The  patient  was  unable  to 
expectorate  the  large  amount  of  secretion.  He  put  her  under  sus- 
pension laryngoscopy,  and  every  day  for  three  weeks  withdrew  quan- 
tities of  this  secretion,  with  the  result  that  she  recovered,  and  re- 
gained thirty  or  forty  pounds  of  weight.  This  was  not  tuberculosis, 
but  merely  bronchorrhea,  probably  secondary  to  nasal  infection. 

Or.  William  H.  Haskin,  New  York  City,  recalled  the  fact  that  in 
1909  or  1910  he  had  produced  and  had  presented  the  vacuum  appar- 
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atus  and  method  of  treatment,  which  was  received  as  a  joke  at  the 
time.  He  had  repeatedly  emphasized  the  usefulness  of  the  method 
in  many  of  these  conditions.  In  cases  of  retropharyngeal  abscess  it 
has  been  his  custom  to  attach  a  trocar  to  the  vacuum  cleaner,  and  re- 
move the  secretion,  obviating  the  danger  of  any  secretion  getting  into 
the  trachea.  It  was  very  gratifying  to  see  that  the  instrument  makers 
were  hardly  able  to  supply  the  demand  for  the  pumps  since  their  value 
had  become  so  fully  recognized. 


THE    OCULAR    CIRCULATION    AS    AFFECTED    BY    THE 
DISEASES  OF  THE  NASAL  ACCESSORY  SINUSES. 

By  I^EWIS  A,  COFFIN,  M.  D.,  New  York,  N.  T. 

During  the  last  decade  much  interest  has  centered  about  the  ques- 
tion of  the  dependence  of  certain  diseases  of  the  eye,  the  optic 
nerve  and  the  neighboring  tissues  upon  diseases  of  the  nasal  ac- 
cessory sinuses,  especially  empyemea  of  those  cav-ities. 

In  a  paper  read  before  the  New  York  State  Society  in  1912,  in  dis- 
cussing latent  sinusitis^  I  said:  "Such  a  disease  may  exist  in  the 
sinuses  of  persons  whose  noses  present  a  practically  normal  appear- 
ance. It  may  involve  any  of  the  sinuses,  and  is  of  the  utmost 
interest  and  importance  because  of  the  difficulty  of  diagnosis. 
When  involving  the  frontal  or  antral  cavities  transillumination  and 
the  radiograpli  materially  aid  in  the  diagnosis,  but  existing  inde- 
pendently in  the  ethmoids  or  sphenoids  or  confined  to  those  two 
cavities,  the  diagnosis  must  rest  upon  symptoms  and  possibly  the 
study  of  the  eye. ' '  At  that  time  Dr.  Prank  Parker,  an  oculist,  was 
,  associated  with  me  and  all  suspected  cases  from  either  the  eye  or 
sinus  side  of  the  case  were  studied  together.  I  was  struck  by  the 
number  of  eases  in  which  he  reported  from  an  examination  of  the 
fundus  that  the  veins  seemed  larger  and  tortuous,  while  the  ar- 
teries seemed  somewhat  small  as  compared  with  the  normal,  the 
difference  frequently  appearing  in  the  different  sides  of  the  same 
patient.  We  arrived  in  a  general  way  at  the  conclusion  that  the 
most  frequent  cause  of  eye  disturbances  arising  from  accessory 
sinus  disease  was  due  to  circulatory  changes. 

Tlie  intimate  relationship  as  to  proximity  of  the  optic  nerve  to 
the  various  sinuses,  especially  the  posterior  ethmoids  and  the 
sphenoids  has  been  shown  by  the  painstaking  work  of  Onodi  and 
Loeb  and  this  showing  has  always  been  accompanied  by  the  assump- 
tion, if  not  the  direct  statement,  that  on  account  of  this  relationship 
the  nerve  is  frequently  affected  by  the  direct  influence  of  the 
toxins  of  the  sinus  pus  or  organisms. 

Disease  of  the  eye  and  its  nerve  dependent  upon  the  diseased 
accessory  sinuses,  is  I  think,  universally  admitted  at  this  time,  but 
a  considerable  diversity  of  opinion  exists  as  to  the  explanation  even 
in  eases  almost  identical  as  to  symptoms,  signs,  etc.  J.  Herbert 
Parsons,  authority  on  "Pathology  of  the  Eye"  in  discussing  certain 
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symptomatic  diseases  of  the  eye,  says  "The  similarity  of  the  histo- 
logical appearances  depicted  by  various  autliors  is  striking  and  the 
chief  differences  are  to  be  found  in  their  interpretation."  Again 
having  discussed  angiosclerosis,  stooping,  tortuosity  of  the  veins 
and  conditions  on  the  arterial  side  of  the  capillaries  as  possible 
elements  in  causing  thrombosis  of  the  central  and  other  orbital 
I'eins,  he  says  "when  all  the  above  causes  have  had  due  weight 
there  still  remains  certain  cases  not  easily  explained.  These  are 
cases  occurring  in  young  people  without  cardiac  or  renal  disease," 
That  a  better  understanding  of  the  matter  may  be  had  from  a  study 
of  the  circulation  of  the  nose,  as  well  as  that  of  the  eye,  is  my 
apology  for  this  present  effort.  The  circulation  of  the  nose  and  eye 
are  most  intimately  associated,  a  large  part  of  the  blood  supply  to 
the  nose  being  brouglit  to  that  cavity  by  the  ethmoidal  branches 
of  the  ophthalmic  artery  and  returned  by  tlic  etlimoidal  veins  to 
tlie  ophthalmic  veins. 

This  particular  arrangement  lends  itself  to  what  to  the  writer's 
mind  is  the  most  frequent  affections  of  the  optic  nerve  and  eye,  viz., 
circulatory  changes  l)roug]it  aljout  largely  by  the  inflanunation  of 
the  veins  due  to  the  dii'ect  continuity  of  pyogenic  tissue. 

As  many  of  you  know  this  view  has  been  held  by  the  writer  for 
some  years  and  lie  confesses  that  it  has  .some  times  irritated  him 
tliat  he  has  not  been  able  to  get  his  friends,  especially  the  oculists, 
to  see  as  an  explanation  of  many  eye  affections,  circulatory  changes 
due  to  sinus  disease. 

Dr.  Frank  Crane  of  the  New  York  Glol)e  says  we  are  all  governed 
more  by  the  ghosts  of  former  beliefs,  dicta,  etc.,  tlian  by  any  array 
of  concurrent  facts  and  logic  that  can  be  made. 

Let  me  introduce  some  of  the  ghosts  which,  it  seems  to  me,  have 
dominated  our  thought  in  this  connection. 

The  first  is  that  of  the  a.ssumption  before  alluded  to  that  has  gone 
forth  with  the  anatomical  work  showing  the  intimate  neighborhood 
relationship  of  certain  nasal  accessory  sinuses  and  the  optic  nerve 
■ — that  the  nerve  is  directly  poisoned  by  the  toxins  from  the  sinuses. 

The  second  arises  from  beliefs  estal)lished  liy  the  reading  of  such 
statements  as  the  following  from  Parson's  l)Ook  on  Pathology  of 
tlie  Eye-.  "Orbital  cellulitis  occurring  in  young  children  seldom 
arises  from  the  accessory  sinuses  of  the  nose,  since  these  are  rela- 
tively undeveloped  up  to  eight  years  of  age." 

Another  is  perhaps  the  most  formidable  of  all  and  arises  from 
the  teaching  of  yeai"s  that  certain  eye  affections  are  but  the  local 
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expression  of  constitutional  vice  or  cachexia.  Things  already  ex- 
plained need  no  further  explanation.  There  are  others  that  I  shall 
not  mention,  but  I  sometimes  feel  that  if  the  simple  naked  truth 
be  introduced  to  any  of  us  who  have  seen  and  harbored  any  of  these 
ghosts,  truth,  at  times,  gets  scarce  an  inclination  of  the  head  in 
recognition  to  say  nothing  of  the  extended  hand  of  welcome. 
Notwithstanding,  however,  I  am  going  to  introduce  some  j'oung 
truths  that  have  not  as  yet  been  entirely  taken  up  by  society. 

First  let  me  quote  from  Dr.  Keen's  Surgery"  a  pai't  of  his  article 
on  plilebitis. 

After  classifying  phlel)itis  as  aseptic,  toxic  and  septic,  he  again 
sub-divides  septic  phlebitis  into,  first,  Qon-pj'ogenic  phlebitis,  and, 
second,  pyogenic  or  puiiilent  phlebitis. 

"Septic  non-pyogenic  phlebitis  develops  in  the  course  of  infec- 
tious diseases  as  an  intercurrent  infection,  also  resolves  in  a  benign 
way  after  going  through  a  non-purulent  course.  Changes  in  the 
inner  coat  are  of  toxic  origin  rather  than  of  direct  bacterial  etiology. 
But  as  the  toxemia  is  dependent  upon  bacterial  activity  (toxins, 
tox-albimiens,  etc.)  and  upon  the  presence  of  pathogenic  (non- 
pyogenie)  cocci  which  may  have  colonized  in  some  parts  of  the  or- 
ganization outside  the  seat  of  the  phlebitis,  we  should  group  these 
as  septic,  non-pyogenic  phlebitis.  This  group  includes  probably 
the  majority  of  tlie  phlebites  which  occur  in  the  general  fibrile  in- 
fections; typhoid,  t.yphus,  pneumonia,  tlie  exanthemata,  influenza, 
appendicitis  and  postoperative  states. 

Septic  pyogenic  or  purulent  phlebitis  is  the  second  and  more 
formidal)le  division  of  the  septic  group.  It  is  essentially  dependent 
for  its  causation  upon  the  localization  and  colonization  of  pyogenic 
microorganisms  (staphylococci  and  streptococci)  in  the  venous 
walls,  thus  accounting  for  the  great  tendency  to  migration  and 
metastasis  displayed  by  infections  of  this  type.  The  most  notable 
examples  are  the  progressive  and  purulent  phlebitis  of  the  lateral 
or  .sigmoid  sinus  consequent  upon  middle  ear  diseases,  the  especially 
malignant  type  of  facial  thrombophlebitis  caused  by  carbuncles  and 
furuncles  of  the  upper  lip,  the  disease  spreading  rapidly  through 
the  ophthalmic  vein  to  the  cavernous  sinus,  thence  to  the  meninges 
and  the  brain  and  the  pylophlebitis  or  portal  phlebitis  after  in- 
testinal, peritoneal  and  especially  appendicular  infections.*  In  all 
these  forms  of  phlebitis  (excluding  the  aseptic)  progressive 
purulent  thrombosis  occurs  in  the  veins.    Hence  the  term  thrombo- 

o  the  phlebitis  of  the  ophtlialmic  veins  as 
lie  nasal  accessory  sinuses. 
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phlebitis  wliieh  is  now  syuon,vnious  with  phlebitis  because  of  the 
universal  association  of  blood  clotting-  with  the  infectious  lesions 
of  these  vessels. 

Tile  i)i'efixes  peri-,  iiie.so-  ami  eudo-  arc  applied  as  in  arterial 
pathology,  to  distinguish  the  starting  point  or  seat  of  most  marked 
lesions,  all  forms  of  phlebitis  invariably  involve  all  the  tunics  and 
reach  the  cndotlicliuiii  ni-  intinia  either  as  an  initial  or  terminal 
process. 


Fig.  I.     Diagram  .showing  relations  nt  etiimoida^   and  oc.ilar  circulation. 


Phlebitis  may  be  acute,  sub-acute  or  chronic,  partial  cin-uniscrilied 
or  diffuse. 

Etiology  and  pathogenesis.  'I'he  toxic  or  septic  form  is  a.ssociated 
with  the  pyogenic  organisms  staiihylococci,  streptococci,  pneumo- 
cocci,  etc. 

Phlel)itis  spreads  most  rre(pu'ntly  by  direct  continuity  or  surface, 
as  in  the  malignant  tlirombophlebitis  of  tlie  facial  veins  following 
furuncles  or  carlmncles  of  the  upper  lip." 
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This  picture  (Figure  1)  is  a  diagram  in  wliirh  I  have  endeavored 
to  show  some  of  the  relations  of  the  nasal  and  orbital  circulation. 
The  cloudy  Hues  with  dark  edges  represent  the  ocular  and  ethmoidal 
veins,  the  enlargement  on  the  right  representing  the  cavernous 
sinus.  The  spaces  outlined  by  the  dark  lines  represent  the  accessory 
sinuses  of  the  nose,  and  the  space  between  the  parallel  dark  lines, 
the  optic  nerve. 

Where  exist  then  such  an  ideal  condition  for  the  production  of 
a  phlebitis?  To  appreciate  all  the  pathological  changes  that  may 
take  place  in  the  eye  from  this  relationship,  one  must  understand 
the  various  phases  of  phlebitis.  And  having  arrived  at  such  an 
understanding  or  near  it  he  shoidd  think  of  the  various  veins  of 
the  orbit  and  bulb ;  then  picture  to  himself  the  various  effects  of 
these  various  pha.ses  of  phlebitis  on  the  various  veins  and  he  will 
almost  think  that  the  list  of  diseases  of  the  eye  is  not  sufficiently 
long. 

Direct  poisoning  of  the  optic  nerve  by  toxins  from  the  diseased 
accessory  sinuses  may  take  jilace,  but  if  occurring  at  all,  it  can 
account  for  but  one  form  of  disease. 

DeSchweinitz^  in  the  1916  edition  of  his  book,  Diseases  of  the  Eye, 
says  "Orliital  cellulitis  may  be  caused  by  the  extension  of  inflam- 
mation from  diseased  teeth  or  suppuration  in  the  ethmoid  cells, 
sphenoid,  or  antrum  of  Ilighmore — Birch-Hirschf eld's  investigation 
demonstrates  that  the  largest  number  of  orbital  inflammations 
(about  60  per  cent.)  are  due  to  accessory  sinus  inflammation.  The 
infection  is  conveyed  from  the  sinus  to  the  orbital  contents  by  means 
of  septic  thrombosis,  thrombophlebitis,  lymphangitis,  or  erosion  of 
the  bony  partition.  In  pyemic  eases,  and  indeed  in  the  course  of 
any  severe  inflammation  of  the  cellular  fatty  tissue  of  the  orbit, 
plilebitis  of  the  orbital  veins  may  become  a  complication  and  extend 
to  the  cavernous  sinus,  leading  to  a  fatal  termination. 

Preysing^  in  1898  reported  a  case  of  orbital  cellulitis  in  a  child 
five  years  of  age  as  having  empyema  of  the  ethmoids.  No 
autopsy,  diagnosis  is  on  anatomical  grounds. 

Voissius"  in  1900  in  discussing  the  affections  of  the  orbit  from  in- 
flammatory disease  of  the  acee.ssory  sinuses  emphasizes  the  probabil- 
ity of  the  suppuration  in  the  orbit  arising  from  a  primary  thrombo- 
phlebitis of  the  ethmoidal  veins  extending  to  the  superior  ophthal- 
mic vein,  etc.,  and  reports  a  case.  Among  others,  who  have  discussed 
orbital  phlegmon  and  ascribed  the  cause  to  thrombophlebitis  having 
its  origin  in  tlie  diseased  accessory  sinus  are  tiutraann,'  Zarniko,** 
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Hajek,'  Kuhnt,'"  Logan  Turner/^  Denis  and  Yaclier,'-  Clermont^^ 
liriK'kuer,  "  Wurfel,  '^  Courtax/'^  Bireli  Hirselifeld/'  Ziem/''  \Yein- 
er'*"  and  Ball,-"  in  discussing  relations  between  eye  and  nasal  disease 
mentions  several  cases  of  iritis  wliicli  did  not  yield  to  original  or 
customary  methods  of  treatment  until  the  co-existing  nasal  suppura- 
tion was  treated,  and  Kuhut  indorses  this  view. 

Ziem  arguing  tliat  on  account  of  the  numerous  anastomoses  which 
exist  between  the  vascvilar  supply  of  the  nasal  cavity  and  its  ac- 
cessory sinuses  on  the  one  hand  and  that  of  the  orbit  on  the  other, 
says  a  hyperemia  in  the  first  named  territory  must  become  pro- 
pagated to  the  other  or  orbit,  to  the  interior  of  the  bulb  and 
especially  to  the  ciliary  body,  etc. 

A  short  time  since  wishing  to  get  a  series  of  X-ray  findings  as  to 
the  accessory  sinus  of  children  in  health  and  diseases,  I  was  for  a 
time  troubled  to  find  the  diseased  sinuses  until  I  thought  of  the 
children's  Eye  Ward  of  our  hospital.  I  asked  Dr.  Law  to  X-ray 
some  of  the  heads  from  that  ward.  They  were  chosen  as  to  age  and 
every  one  showed  diseased  sinuses,  furnisliing  strong  presumptive 
evidence  of  the  inter-dependence  of  the  diseases  of  tlie  eye  and  the 
nasal  accessory  sinuses. 

CASE    KEPORTS. 

Case  1. 

W.  R.,  age  IV2  yeais. 

HiMory.     March  1st.     Comiilaint :     Prolusion  of  left  eve. 

Faniily  History.     Negative. 

Personal  History.  Has  had  discharging  right  ear  for  past  few  months. 
Also  has  had  convulsions — ^not  definitely  characteristic.  No  past  sickness, 
though  never  has  been  a  robust  child. 

Present  illness.  Two  weeks  ago  left  cheek  became  suddenly  red  and  swollen. 
In  one  week  this  spread  to  the  lower  eyelid.  About  four  days  ago  the  eye 
started  to  become  prominent  and  upper  lid  swollen.  At  no  time  was  any  nasal 
discharge  seen. 

Physical  Condition.  "General  pallor — dorsum  of  feet  edematous."'  Other- 
wise negative  except  local  condition. 

Left  eye.  Marked  exophthalmos.  Eye  seems  pushed  down  and  out. 
Cheraosis  upper  bulbar  conjunctiva.  Cornea  ulcerated.  Scar  over  brow  of 
incision  previous  to  admission. 

Right  ear.  Thick  purulent  discharge  through  a  small  ceutral  perforation 
in  the  drum  which  is  bulging  and  lacerated. 

Temperature  98.6°.     X-ray  sinuses  cloudy. 

Leucocyte  count  22,000 — polynuclear  neutrophiles  78%. 

Operation.     External  canthotomy. 

(Dr.  Hume.)     Incision  of  skin  above  globe  and  no  pus  found  in  orbit. 

Anterior  ethmoids  opened  and  found  clean.     Wound  closed. 
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Postoperative  course.  For  next  week  the  baby  seemed  to  improve.  The 
eye  was  less  prominent.  Ethmoid  wound  healed  nicely.  Temperature 
fluctuated  from  99°  to  104°  and  on  last  day  was  normal.  Corneal  ulier 
increased  in  size. 

Second  operation  by  Dr.  Coffin. 

Radical  opening  of  posterior  ethmoids,  sphenoid  and  antrum.  No  free  pus 
found. 

During  the  week  following  this  the  baby  got  steadily  worse.  Wound  broke 
down  and  considerable  pus.  Temperature  100°-102°.  Blood  count  20  to  42,000. 
Eye  ruptured.     Kight  foot  became  swollen  and  was  incised — much  pus. 

At  the  end  of  this  week — March  loth — the  child  died. 

Tissue  from  the  regions  of  the  various  sinuses  were  submitted  to  Dr.  Dwyer, 
pathologist,  to  the  hospital  who  reported  the  following  findings: 

Patient— Lillian  Reimer — No.  853,460,  Lab.  Xo.  6,373. 

Tissue  report. 

Prom  antrum — Tissue  swollen  and  edematous.  Xo  round  celled  infiltration 
with  the  exception  of  the  immediate  areas  aroimd  the  blood  vessels. 

From  ethmoids — (anterior),  ilarked  edema  of  the  tissues.  Round  celled 
infiltration  around  the  blood  vessels  and  around  the  glandular  tissue.  Here 
and  there  masses  of  pus  cells  and  leucocrtic  infiltration. 

From  posterior  ethmoids.  Here  the  most  marked  pathological  changes  are 
shown — marked  round  celled  infiltration ;  large  numbers  of  pus  cells  with  here 
and  there  broken  down  tissue :  hemmorhagic  areas  marked.  Here  and  there 
there  is  thrombosis  of  the  smaller  blood  vessels. 

(Signed)     J.  G.  Dwyer,  Pathologist. 

These  were  the  autojjsy  findings  as  to  head,  the  only  part  autopsied.  A 
small  opening  was  foimd  iji  cribriform.  Brain  and  coverings  normal.  Cavern- 
ous sinuses  clear.  A  block  of  bone  containing  sphenoid  and  ethmoid  sinus 
together  with  optic  nerves  and  posterior  half  of  diseased  eye  were  taken  for 
pathological  study.  This  specimen  was  referred  to  Dr.  John  E.  Welch,  who 
reported  as  follows: 

The  ethmoid.  The  tissues  lining  the  ethmoid  cells  show  an  inflammatory 
process.  The  fibrous  portion  of  this  structure  is  infiltrated  by  serous  fluid  of 
the  inflammatory  process  and  the  constituent  fibres  are  widely  separated  by 
this  inflammatory  product.  There  is  an  extensive  exudate  of  mononuclear 
and  polymorphonuclear  leucocytes  which  extends  throughout  the  tissues.  The 
polymorphonuclear  cells  of  this  exudate  predominate  and  are  found  in  much 
greater  numbers  permeating  a  zone  adjacent  to  the  epithelial  covering  and 
to  a  much  less  extent  in  the  tissues  l.ving  immediately  over  the  bone. 

The  walls  of  the  blood  vessels  show  cloudy  swelling  and  near  the  bone  the 
veins  show  extensive  thrombosis.  These  thrombi  are  both  parietal  and  occlud- 
ing and  show  numerous  leucocytes  enmeshed  in  fibrin.  The  thrombosis  is  not 
confined  to  the  vessels  in  the  tissues  just  over  the  bone.  Some  thrombotic  veins 
are  also  found  in  the  outer  zone  of  the  tissue  near  the  epithelial  covering  but 
in  this  region  they  are  much  fewer  in  number  than  in  the  area  near  the  bone. 

Orhit.  The  tissues  of  the  orbit  show  a  general  inflammatory  condition 
which  involves  the  fibrous  and  areolar  tissue  extensively  and  to  a  less  extent 
the  muscles.  The  fibrous  tissue  septa  are  congested  and  infiltrated  with 
leucocytes  mostly  of  the  polymorphonuclear  variety.  The  blood  vessels  show 
cloudy  swelling  and  about   some  of  the  vessels  there  is  an  extensive  exudate 
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or  polTniorphonuelear  leucocytes  in  the  adventitia.  The  bands  of  fibrous 
tissue  that  penetrate  the  ocular  muscles  also  show  an  exudate  of  polynuelear 
leueocj-tes. 

The  veins  show  thrombi  which,  in  one  instance,  in  the  case  of  one  laxge 
vein,  the  thrombus  is  purulent.  The  muscle  fibres  of  the  ocular  muscles  show 
cloudy  swelling. 

Optic  nerve.  Cross  section  of  the  optic  nerve  just  behind  the  eye  ball  shows 
a  thrombus  in  the  central  vein  which  occupied  about  fifty  per  cent,  of  the 
lumen  of  the  vessel.  The  thrombus  is  attached  to  about  one-third  of  the 
circumference  of  the  intima  of  the  vein.  The  clot  is  composed  of  fibrin  in 
the  meshes  of  which  are  a  few  leucocytes. 

Case  S.  This  case  is  of  interest  because  of  the  age  of  the  patient,  and  also 
from  the  fact  that  a  diagnosis  of  accessory  sinus  disease  could  be  more  readily 
made  from  a  study  of  the  eye  than  through  any  other  clinical  symptom. 

He  was  a  man  78  years  of  age,  whose  case  progressing  unfavorably  especially 
as  to  the  chemosis  and  the  cornea,  I  was  asked  to  see.  I  made  a  diagnosis  of 
pausinusitis  of  the  left  side.  The  following  day  I  did  a  radical  Killian.  Dr. 
Welch  stood  by  and  took  specimens  from  the  various  regions  operated.  He 
reports  them. 

Frontal  sinus.  Sections  through  the  lining  removed  from  the  frontal  sinus 
show  the  epithelium  of  this  membrane  intact  and  apparently  in  a  condition 
of  hypersecretion.  The  supporting  fibrous  tissue  is  the  seat  of  a  chronic 
inflammation  which  has  produced  considerable  thickening  in  places.  The  blood 
vessels  are  very  few  in  the  most  thickened  parts  but  in  others  they  appear  to 
be  increased  in  number.  Some  of  the  larger  arteries  have  thickened  walls. 
Through  the  membrane  in  certain  areas  there  are  leucocytes  among  which  are 
numerous  eosinophyle  cells. 

Ethmoid.  Sections  through  the  tissue  scraped  from  the  ethmoid  cells  show  a 
general  inflammatory  condition.  The  fibrous  tissue  stroma  is  thickened  by 
production  of  fibrous  tissue  and  acute  inflammatory  products.  The  vessels  are 
congested  and  their  walls  show  cloudy  swelling.  They  contain,  in  almost  every 
instance,  a  great  excess  of  leucocytes  and  some  appear  to  contain  leucocytes 
exclusively.  Some  of  the  veins  show  thrombi,  especially  some  of  the  larger 
ones,  a  few  of  which  have  cavernous  dimensions.  The  epithelium  covering  the 
surface  is  intact  but  shows  cloudy  swelling. 

Tissue  from  the  orbit.  Sections  through  material  taken  from  the  orbit  show 
necrotic  fibrous  tissue  which  is  infiltrated  by  an  inflammatory  exudate  or 
leucocytes  and  serum.  Some  of  the  small  veins  near  the  periphery  of  this 
tissue  show  hyaline  thrombi  in  which  the  constituents  of  the  thrombus  are 
fused  together. 

The  old  gentleman  is  up  around  feeling  well.  Swelling  of  orbital  tissues 
much  reduced  as  is  the  chemosis  and  the  cornea  is  apparently  clearing  up;  an 
unlooked  for  benefit. 

LITERATURE. 

1.  Lewis  A.  Coffin.     Medical  Record,  June  1,  1912. 

2.  J.  Herbert  Parsons.     The  Pathology  of  the  Eye,  Vol.  IV.,  part  II. 

3.  Keen's  Surgery. 

4.  G.    E.   deSchweinitz.      Diseases   of   the   Eve.    VIII.   Edition,    1916, 

p.  576. 

5.  H.  Preysing.     Zeitsehr.  f.  Ohrenheilkunde,  XXXII,   1S9S,  p.   227. 


THE  OCULAR  CIRCULATION.  4J 

G.      A.  Vossius.     Zeitschr.  f.   Augenheilkunde,   IX,   1901,  p.   1. 

7.  A.  Gutman.     Zeitschr.  f.  Augenheilkunde,  XXI,  1909,  p.  32. 

8.  C.    Zarniko.      Nase    und    Auge,    190.5,    Edition    II,    Chapter   XXI, 

p.  123. 

9.  M.  Hajek.     Cerebrale  Komplikation  in  Xebenhohlen  affektionen. 

Chapter  VI.,  p.  429;  also  Pathol,  u.  Therapie  der  ent- 
ziindlichen  Erkrankungeu  der  Xebenhohlen  der  Nase. 
Leipzig  u.  Vienna,  191.5,  Edition  IV. 

10.  H.    Kuhnt.      Ueber   die   entziindlichen    E'rkrankungen    der    Stein- 

hiJhlen  und  ihre  Folgenustande.  Monograph,  Wiesbaden. 
1S95,  p.  138. 

11.  A.  Logan  Turner.     Edinburgh  Med.  Jour.,  Vol.  IL,  1909,  p.  432. 

12.  M.    Denis   and    L.    Vacher.      Le    clinique    Ophthalmol.,    Vol.    XX., 

1914,  p.   417. 

13.  G.  Clermont,  Thesa  de  Paris,  1899. 

14.  A.  Briiekner.     Wiirzburger  Abhandlungen,  Vol.  XII.,  p.  3  7. 

15.  E.      Wiirfel.        Inaugural      Dissertation,      Konigsberg.        1913-14. 

Klinische  Monatsblatter  f.  Augenheilkunde,  52,  1914, 
p.   590. 

16.  Courtax.     These  de  Paris.      1877. 

17.  Birch-Hirschfeld.      Klin.    Monatsblatter    f.    Augenheilkunde,    4  6, 

1908,  p.   1. 

18.  C.  Ziem.  Monatsschrift  f.  Ohrenheilkunde,  27.  1893,  p.  262. 

19.  A.    Weiner,    X.    Y.    Medical    Journal,    Vol.    97,    April    26,    1913, 

p.   866. 

20.  J.   M.   Ball.     Modern  Ophthalmology,   1916,  p.   638. 


DISCUSSION. 

Or.  Kdgar  S.  Thomson,  Xew-  York  City,  speaking  from  the  ophthal- 
mological  point  of  view,  said:  The  influence  of  the  sinuses  upon  the 
eye  and  orbital  tissues  occur  in  two  main  groups;  intraocular,  and 
orbital  inflammations.  Orbital  inflammation,  or  orbital  cellulitis,  in 
the  vast  majority  of  cases,  is  due  to  sinus  infection,  unless,  of  course, 
the  infection  comes  through  an  external  wound.  In  fact,  when  we 
consider  the  external  protection  afforded  by  the  facial  walls,  it  is  dif- 
ficult to  explain  idiopathic  orbital  cellulitis  on  other  grounds.  Infec- 
tion from  the  antrum  or  frontal  sinus  manifests  itself  so  far  forward, 
and  the  symptoms  are  so  characteristic,  that  it  is  not  necessary  to  do 
more  than  mention  them.  The  most  common  cause  of  orbital  cellu- 
litis is  direct  infection  from  the  ethmoids.  It  is  important  to  recognize 
this  in  its  early  stages.  The  symptoms  are  slight  exophthalmos,  pain 
on  rotating  the  eye.  and  the  usual  accompaniment  of  slight  rise  in 
temperature. 

The  best  means  of  determining  the  exophthalmos  is  through  the 
exophthalmonieter  of  Hertl.  which  is,  no  doubt,  familiar  to  you  all. 
The  reading  of  this  instrument  can  be  considered  from  its  absolute 
figures,  unless  one  eye  shows  a  very  much  higher  reading  than  the 
other,  without  a  marked  asymmetry  of  the  face  to  account  for  it,  but 
the  comparative  reading  showing  a  gradual  protrusion  from  day  to  day. 

Inflammation  of  the  ethmoid  also  frequently  causes  a  low  grade  type 
of  choroiditis,  in  the  course  of  which  numerous  fine  opacities  are  thrown 
out  of  the  vitreous.  I  have  repeatedly  seen  good  results  from  opening 
the  ethmoids  in  such  cases. 

Inflammation  of  the  sphenoid  most  frequently  causes  inflammation 
of  the  optic  nerve.  This  occurs  at  times  when  no  other  symptoms  of 
sphenoid  disease  are  present.  The  neuritis  is  usually  inflammatory  in 
type,  and  is  well  advanced  on  one  side  while  the  other  optic  nerve  is 
normal.  It  is  frequently  necessary  to  explore  the  sphenoid  in  such 
cases  without  other  symptoms  1)eing  present.  Nor  is  it  wise  to  wait 
too  long  on  account  of  the  danger  of  atrophy  of  the  optic  nerve. 
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It  is  very  important  for  the  sinuses  and  the  eyes  to  be  studied  to- 
gether. The  eyes  should  be  e.xaniined  in  case  of  sinus  disease,  and  the 
sinuses  should  be  carefully  examined  and  perhaps  explored  if  the  type 
of  ocular  inflammation  is  suggestive. 

I>r.  Clu'i.stiaii  R.  Holiiie.'s,  Cincinnati,  Ohio,  was  interested  to  hear  a 
paper  on  this  subject,  in  a  paper  read  before  the  Society  ten  years 
ago,  at  Pittsburgh,  on  the  relation  of  the  sinuses  to  the  orbit,  he  had 
made  the  statement  that  forty  per  cent,  of  all  affections  of  the  eye, 
including  asthenopic  conditions,  could  be  attributed  to  some  form  of 
sinus  disease.  As  a  young  physician,  twenty-five  years  ago,  he  had  suc- 
ceeded in  making  an  impression  upon  a  certain  rich  clientele  liy  hold- 
ing that  affections  of  the  eye  could  Ije  treated  successfully  by  attention 
to  the  nose  and  sinuses.  Two  children  of  a  wealthy  family  had  been 
cured,  as  if  tiy  magic,  and  the  family  had  been  good  patients  ever  since. 
In  1S9B  he  had  reported  the  first  case,  so  far  as  he  knew,  of  the  sphe- 
noid being  responsible  for  atrophy  of  the  optic  nerve.  He  presented 
plates  at  that  time.  The  case  was  one  of  one-sided  atrophic  change. 
The  man  suffered  intense  pain, and  had  become  almost  totally  blind  in 
the  affected  eye,  so  that  it  became  necessary  to  act  promptly.  After 
the  general  surgeon,  the  neurologist,  and  the  ophthalmologist  had  failed 
to  relieve  him,  the  speaker  decided  to  open  the  sphenoid,  and  succeeded 
in  giving  relief  of  all  pain  and  gradual  restoration  of  almost  perfect 
vision.  This  patient  had  lieen  under  oliservation  at  intervals  up  to  six 
months  ago,  when  he  died  from  pneumonia. 

Ten  or  fifteen  years  ago,  when  rhinologists  were  using  the  cautery 
rather  freely,  he  had  seen  retinal  hemorrhage  result  from  the  too  free 
use  of  this  instrument  in  the  region  of  the  middle  turbinated  bodies. 
He  had  also  seen  extensive  thrombosis  of  the  retinal  vessels  from  a 
burn  by  the  cautery.  One  of  the  most  remarkable  cases  he  had  wit- 
nessed was  that  of  a  doctor,  who  was  blind  in  the  right  eye,  and  grow- 
ing so  in  the  left  eye.  X-ray  examination  revealed  pansinusitis.  The 
man  had  iritis,  floating  masses  in  the  vitreous,  and  detachment  of  the 
retina.  He  performed  a  Killian  operation  (radical).  The  iritis  cleared 
up,  the  exudate  was  slowly  absorbed,  and  the  detached  retina  became 
reattached.     The  man  is  still  practicing  medicine. 

Itr.  Haiiaii  \V.  Lt>el),  St.  Louis,  Mo.,  considered  anything  important 
which  added  to  the  understanding  of  the  vascular  relations  between 
the  nose  and  the  eye;  Dr.  Coffin's  paper,  therefore,  was  a  distinct  con- 
tribution. The  facilities  which  Dr.  Coffin  possessed  for  studying  eye 
cases  rendered  his  observations  of  value  to  this  Society  and  others  to 
which  he  belonged.  The  speaker's  own  work  had  Ijeen  to  show  anatomic 
relations,  but  in  no  sense  would  he  deny  that  the  diseases  under  discus- 
sion could  not  invade  the  orbit  through  the  veins:  they  did  not  jump 
from  the  nose  to  the  eye.  They  must  pass  through  some  medium.  By 
means  of  autopsies  and  pathological  studies  of  cases  of  this  sort  it 
would  l)e  possible,  in  time,  to  reach  more  definite  conclusions  than 
were  now  warranted.  He  had  had  three  cases  of  blindness  due  to  eth- 
moidal disease,  all  of  which  were  cured.  The  most  characteristic  of 
these  was  a  boy,  sent  to  him  on  account  of  inability  to  see  more  than 
the  fingers  immediately  in  front  of  his  eyes.  Immediately  after  co- 
cainization  without  any  other  treatment  whatever  the  patient  saw  a 
man  walk  across  the  street.  He  wished  especially  to  emphasize  that 
ethmoidal  disease  was  extremely  common,  whereas  sphenoidal  disease 
was  less  common.  The  relation  of  the  sphenoid  to  the  optic  nerve  was 
common;  of  the  ethmoid  less  so.  He  wished  again  to  present  the  thesis 
that  with  the  nerve  running  along  the  posterior  wall  of  the  last  eth- 
moidal cell  involvement  of  the  optic  nerve  would  more  easily  follow  in 
ethmoidal  disease. 

Dr.  Jolin  E.  lii-own,  Columbus,  Ohio,  called  attention  to  the  possi- 
bility of  the  subsidence  of  an   acute   infection  of  one  or  more  of   the 
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accessory  sinuses  and  the  subsequent  development  of  ocular  symptoms 
that  would  lead  the  patient  to  consult  an  ophthalmologist.  At  this 
time  careful  intranasal  examination,  and  in  rare  cases,  even  X-ray 
findings,  might  lie  negative.  He  had  seen  such  cases.  He  had  also 
seen  others  in  which  a  history  such  as  the  al)0ve  was  not  clear,  but  in 
which  the  usual  treatment  directed  against  the  ocular — or  optic  nerve 
— lesion  was  not  effectual,  but  when  the  ethmoid  cells  had  been  thor- 
oughly drained  by  operation,  there  was  a  prompt  disai)i)earance  or 
relief  of  the  eye  lesion. 

Dr.  Joseph  A.  White,  Richmond,  Va.,  referring  to  Ur.  Thomson's 
statement  that  it  was  hardly  necessary  to  take  the  maxillary  sinus  into 
consideration,  cited  a  case.  A  lady  had  consulted  him  in  July,  1916, 
for  eye  symptoms,  headache,  etc.,  but  with  vision  of  20/1.5.  She  was 
relieved  by  the  correction  of  a  low  grade  astigmatism.  In  December 
she  returned,  with  vision  of  20/70,  headache,  and  eye  pain.  X-ray  ex- 
amination revealed  diseased  teeth,  with  an  abscess  at  the  root  of  one 
tooth.  The  tooth  was  removed  and  the  vision  returned  to  20/15.  On 
February  4.  the  vision  again  became  bad.  The  X-ray  examination  hacl- 
shown  no  antral  trouble,  and  transillumination  was  unsatisfactory.  An 
exploratory  opening  was  made  in  the  antrum  and  pus  found.  It  was 
irrigated,  with  immediate  restoration  of  vision.  On  February  27,  the 
vision  was  once  more  affected,  and  was  restored  by  irrigation  of  the 
antrum.  On  March  24,  she  came  again  with  bad  vision.  The  ophthal- 
moscope showed  nothing  abnormal.  The  antrum  was  washed  out  and 
shreds  of  mucus  found,  but  no*  pus.  Vision  was  at  once  restored.  This 
case,  left  alone,  would  probably  have  progressed  to  optic  atrophy.  Each 
time  the  vision  failed  irrigation  of  the  antrum  restored  the  sight  to 
normal.  The  case  illustrated  the  relationship  between  the  optic  nerve 
and  the  maxillary  antrum.  As  the  case  was  still  under  treatment  a 
further  report  of  its  progress  would  be  made. 

Dr.  Coffin,  in  closing  the  discussion,  expressed  the  hope  that  a  more 
sympathetic  relationship  with  ophthalmologists  would  enable  him  to 
continue  his  investigations.  Disease  of  the  antrum,  the  sphenoid,  the 
ethmoid,  even  disease  of  the  nasal  cavities,  came  in  the  same  category 
with  reference  to  the  relationship  to  the  optic  nerve.  Involvement  of 
the  cell  most  distant  from  the  nerve  might,  through  the  circulatory 
relationship,  give  rise  to  trouble. 
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]!y   CLARENCE   JuHX    i:LAKE.   J[.    D.,    Boston,   Mass. 

The  puii)ose  of  this  address  is  to  urge  the  differentiatiou  aud 
consideration  of  those  cases  of  slowly  progressive  middle  ear 
disease  with,  ultimately,  extreme  imiiairment  of  hearing,  which 
are  only  moderately  amenable  to  active  treatment  but  are,  how- 
ever, amenable  to  retardative  measures  consisting  of  simple 
self  applicable  treatment,  long  continued,  under  occasional  com- 
petent professional  observation  and  advice  including,  in  addition 
to  such  local  treatment  as  may  be  demanded  at  the  time,  sug- 
gestions, either  directly  or  through  the  general  physician,  as  to 
general  hygiene,  compensations  for  fatigue  incident  to  grave 
impairment  of  hearing,  or  the  treatment  of  other  conditions  of 
the  body  bearing  upon  the  aural  disease. 

Among  the  cases  of  long  continued  impairment  of  hearing  which 
challenge  the  desire  for  amelioration,  however  moderate,  are 
those  in  people  who,  accustomed  to  fair  participation  in  the 
audible  communication  which  makes  an  important  part  iu  dailj' 
life,  have  become  aware  of  a  gradually  increasing  expenditure 
of  compensatory  effort  in  the  achievement  of  that  which  had 
previously  been  an  unconscious  possession,  an  illustration  of  the 
fact  that  people  with  normal  hearing  have  at  their  command 
nearly  double  the  amount  of  this  sense  function  than  that  abso- 
lutely required  for  the  customary  demands  of  social  converse 
and  that,  therefore,  very  nearly  half  of  the  hearing  power,  in 
this  respect,  may  become  progressively  lost  without  individual 
cognizance  of  the  change. 

Disruptions  of  the  sound  ti-ansmitting  apparatus  of  the  middle  ear 
or  affections  of  the  labyrinth  with  concomitant  symptoms 
and  much  impairment  of  heai'ing  present  a  distinct  contrast  to 
the  cases  of  slow  progress  in  the  impairment  of  hearing  amenable 
to  retardative  treatment  of  a  simple  nature,  continuously 
employed. 

As  contrasted  with  cases  in  which  a  solution  of  continuity  of 
the  sound  transmitting  apparatus,  either  the  result  of  trauma  or 
of  pathological  changes,  is  the  cause  of  an  impairment  of  hear- 
ing to  which  other  forms  of  repair  effort  are  applicable,  in  the 
cases   immediately   luider   consideration    tlie    sound   transmitting 
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stnictm-c  rcinaiiis  iutciirally  intact  and  the  major,  and  i)rimary, 
changes  are  those  whieh  eoueeni  the  two  I'xtremes  of  the  acoustic 
balance,  the  membrana  tympani  and  the  tensor  tympani  muscle, 
the  minor,  secondai-y,  changes  being  those  which  occur  in  the 
medium  of  commuiiicatiou  witli  the  laliyrintl:,  the  artiouhitious  of 
the  ossicular  chain. 

The  variety  of  these  elianges  is  considerable  and  the  resultant 
complex  liable  to  be  diagnostically  confusing  but  for  the  fact 
that  the  majority  of  them  present  unmistakable  evidence  of  the 
inceptive  cause  and  fall  innnediately  into  the  category  of  tension 
anomalies  which,  taken  Mith  the  case  liistory,  gives  the  key  to 
tlu'  situation. 

TJie  great  majority  of  tlie  cases  to  which  tlu'  continuous  treat- 
ment is  especially  api)licable  lielong  under  a  classification  which 
has  gradually  become  defined,  under  more  accurate  pathological 
understanding,  as  chronic  catarrhal  iuflammatiou  of  the  middle 
ear  with  the  nose,  or  nasopharynx  as  the  fons  et  origo  mali, 
acceleration  of  the  general  middle  ear  affection  being  influenced 
by  the  existing  and  varying  conditions  in  these  contiguous  parts. 

Of  earliest  manifestation  among  the  tension  changes  in  the 
sound  transmitting  apparatus  are  those  incident  to  rarefaction 
of  the  intratympauic  atmosphere,  as  a  result  of  closTire  of  the 
tymjianopharyngeal  tube,  this  condition  involving,  as  its 
sc(|uence,  increase  of  circulation  in  the  tympanic  mucosa  together 
with  tissue  changes  of  a  more  or  less  permanent  character,  includ- 
ing a  change  in  the  contour  of  the  membrana  tympani,  through 
preponderating  atmospheric  ])ressure  from  without,  a  relaxation 
of  the  tensor  txinpan;  with  a  resultant  overeontraction  of  that 
constantly  operative  muscle,  a  change  in  the  major  articulation  of 
the  ossicular  chain  which,  if  the  contraction  of  the  tensor  tympani 
is  sufficient,  may  involve  also  the  minor  articulation,  between 
the  incus  and  stapes,  liy  pressure  of  the  inferior  articulating 
facet  of  the  malleus  downward  upon  the  incus  and  thus  the 
institution  of  interstitial  changes  in  the  articulations  themselves. 
Left  to  itself,  without  surgical  interference,  if  the  closure  of  the 
tube  is  of  short  duration,  the  normal  conditions  of  air  supply  to 
the  tympanic  cavit.v  are  restored,  the  congestion  of  the  tympanic 
mucosa  decreases,  and  llie  normal  atmospheric  pressure  iipon  the 
inner  surface  of  the  meml)rana  tymi)ani  is  restored. 

With  more  protracted,  or  frequentlv  repeated,  tubal  closure.the 
sound  transmitting  .''.])paratus  of  the  middle  ear  undergoes 
elianges  wliii-h,   Avhile  they  may  not    l)e   microscopically  evident. 
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luimitely  disturb  the  fiuit-tion  of  the  acoustic  balance,  for,  even 
if  no  structural  change  has  ensued  in  the  membrana  tympaui 
itself,  the  tensor  tympani  has  acquired  a  new  position  in  its  rela- 
tion to  the  resiliency  of  the  membrana  tympani,  which  further 
tubal  closure  will  increase  and  which  surgical  interference  will 
aggravate  when  expressed  in  the  form  of  too  vigorous  inflation 
of  the  middle  ear,  an  excess  of  atmospheric  pressure  in  that 
cavity,  under  these  conditions,  tending,  not  to  overcome  the 
retraction  of  the  muscle,  but  to  weaken  the  resistance  of  the 
membrana  tympani,  especially  iji  its  posterior  superior  segment, 
and  thereby  favor  a  still  further  compensatory  muscular  contrac- 
tion and,  finally,  that  rotation  of  the  malleus  upon  its  long  axis, 
which  still  further  impairs  the  mobile  function  of  the  major 
ossicular  articulation  and  prejudices  the  incudostapedal  articu- 
lation by  forcing  the  incus,  and  with  it  the  stapes,  downward, 
thus  favoring  ultimate  stapedal  fixation  also.  Taken  in  the 
sequence  of  events  the  changes  incident  to  the  slowly  progressive 
inhibition  of  activity  of  the  sound  transmitting  apparatus  of  the 
middle  ear  are,  following  the  tubal  closure  and  rarefaction 
of  the  intratympanie  atmosphere  with  the  consequent  depression  of 
the  drum  head,  cumulative  contraction  of  the  tensor  tjTnpani 
muscle,  not  of  its  tendon  which  remains  a  fair  constant  in  its  in- 
tegral structure,  but  of  the  constituent  bundles  of  the  muscular 
tissue  itself  with  resultant  lateral  traction  upon  the  malleus,  turn- 
ing the  short  process  of  the  malleus  forward,  as  well  as  projecting 
it  downward,  taking  up  the  slack  in  the  pars  flaeeida  and  in  the 
])osterior  folds  of  attachment  of  the  short  process  and  putting  an 
additional  strain  iipon  the  posterior  .segment  of  the  membrana 
vibrans,  this  constituting  the  secondary  stage  of  the  technical 
effect  of  the  tensor  tympani  contraction,  which  is  to  be  re- 
garded as  an  uncounteracted  exhibition  of  the  normal  function  of 
a  peculiar  muscle  the  recognized  purpose  of  which  is  the  mainten- 
ance of  a  constant  strain  upon  an  inelastic  membrane,  the  over- 
contraction  of  the  muscle  being  not  the  result  of  a  primary  ex- 
aggerated effort,  but  the  sequence  of  the  relaxation  of  the  counter- 
balancing resistance.  "With  restoration  of  the  intratympanie  at- 
mospheric pressure,  either  spontaneouslv  or  by  artificial  means 
the  normal  attitude  of  the  component  parts  of  the  acoustic  balance 
is  not  restored,  the  resilient  membrane  does  not  entirely  resume 
its  .tension  and  the  muscle  does  not  relax  its  effort,  there  is  still 
some  stretching  of  the  membrane,  less  evident  than  it  otherwise 
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would  be  because  of  the  overeoutraetiou  of  the  muscle,  a  stretch- 
ing most  pronounced  in  the  posterior  and  posterior  superior  seg- 
ments and  evidenced  plainly,  in  its  later  stages,  by  even  moderate 
autoinflation  of  the  middle  ear.  In  the  earlier  stages  of  the  tensor 
tjTupani  contraction  the  hearing  for  tones  of  medium  high  pitch, 
the  differential  overtones  of  the  consonant  sounds  for  instance  is 
interfered  with  because  the  luidue  fixation  of  the  sound  transmit- 
ting apparatus  impairs  th?  response  in  vibration  to  tones  of  short 
wave  length,  later,  with  the  establishment  of  a  flaccid  posterior 
segment  the  hearing  for  tones  for  medium  low  pitch,  speech  funda- 
mentals, becomes  impaired  ;  it  is  before  this  stretching  has  oceured, 
while  the  membrana  vibrans  is  still,  as  a  whole,  resistant,  that  its 
tension  may  be  utilized  toward  overcomilig  the  pull  of  the  tensor 
tympani,  this  being  effected  by  slow,  long  continued  exhaustion  of 
air  in  the  external  canal,  and  the  creatioii  of  a  partial  vacuum 
with  resultant  preponderating  atmospheric  pressure  in  the  middle 
ear  and  a  gentle,  but  protracted,  jnish  against  the  muscular  con- 
traction. 

Closing  the  external  canal  at  the  meatus  by  means  of  a  conical 
plug  of  absorbent  cotton  and  simple  cerate,  with  a  thread  pro- 
truding from  its  base,  firmly  anchored  in  its  centre,  for  purjjose  of 
removal  of  the  plug,  results,  through  normal  absorption  of  air  by 
the  skin  lining  the  canal,  in  the  creation  of  a  partial  vacuum 
which  may  be  maintained  so  long  as  the  plug  remains  in  place; 
the  original  mauometric  measurements  of  Politzer  suggested  the 
feasibility  of  the  establishment  of  a  partial  vacuum  in  this  manner 
and  subsequent  clinical  results  have  demonstrated  its  usefulness. 
The  plug  should  be  preferably  inserted  at  night,  when  there 
is  to  be  no  movement  in  talking  or  in  chewing  which  would 
move  the  external  canal  and  break  the  air  tight  seal  and  it 
should  be  removed  in  the  morning,  or  earlier  if  it  causes  undue 
discomfort,  and  it  may  ad^'isedly  be  applied  several  nights,  as  a- 
part  of  the  initial  examination  of  a  case  of  this  kind,  to  determine 
the  degree  in  which  the  tensor  tympani  contraction  is  a  factor 
in  the  immobilization  of  the  sound  transmitting  apparatus  and 
thus  facilitate  a  prognosis  as  to  th.e  degree  of  improvement  in 
hearing  to  be  effected  by  jielping  toward  an  estimate  of  the  other 
factoi-s  in  fixation. 

So  long  as  the  mcmln-ana  vibrans  remains  firm  it  may  be 
utilized  as  a  medium  toward  the  correction  of  such  obstacles  to 
sound  transmission  as  may  pertain  in  hindrances  to  movement 
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of  the  members  of  the  ossicular  chain,  more  especially  in  their 
articulations,  and  this  can  he  effected  by  means  of  the  auto- 
mas-sage  of  Hommell  of  Zurich  for  Avhicli  we  are  indebted  to  his 
experiments  upon  himself  in  his  effort  to  achieve  some  form  of 
continuous  retardative  treatment  for  his  own  progressive  impair- 
ment of  hearing  unrelieved  by  the  occasional  ministrations  of  his 
colleagues. 

This  consists  of  varying  degrees  of  movement  of  the  tragus 
inward  and  outward  by  means  of  the  finger  tip,  the  muscular 
and  ligamentous  attachment  of  this  individual  plate  of  cartilage 
serving  for  its  automatic  return  after  pressure  inward,  actuating 
the  column  of  air  in  the  canal,  increasing  the  superficial  circula- 
tion and  gently  exercising  the  drum-head.  Fii*m  and  sustained 
pressure  upon  the  tragus  with  a  sudden  release,  a  form  of  succes- 
sive massage,  which  may  be  practiced  from  a  dozen  to  a  hundred 
times  several  times  daily,  up  to  the  limit  of  external  discomfort 
or  deep-seated  pain,  serves  to  favor  reposition  of  the  fibres  of  a 
stretched  portion  of  the  membraua  propria  and  to  mobilize  the 
articulations  of  the  ossicular  chain,  as  is  demonstrable  liy  the 
effect  observable  in  the  normal  ear,  with  a  trarusparent  membrana 
tympani,  by  the  resultant  stimulation  of  the  local  circulation. 
The  massage  which  includes  the  wliole  auricle,  actuated  by  the 
palm  of  the  hand,  is  too  violent,  in  thi^  majority  of  cases,  and  in 
the  end  is  less  effective  for  piu-poses  of  gradual  and  more  perma- 
nent mobilization,  and  therefore  may  be  placed  in  the  same 
category  with  the  mechanical  massage  apparatus  of  Siegle  and 
Delstanche,  the  use  of  which,  except  for  diagnostic  purposes,  is 
inadvisable  and  for  routine  treatment  indefensible,  since  the  exag- 
gerated air  pressin-e,  in  proportion  to  the  tensile  strength  of  the 
drum-head,  together  \rith  forcible  middle-ear  inflation,  are  to  blame 
for  many  cases  of  stretching  of  the  posterior  segment.^ 

When  the  drum-head  has  been  irregularly  thickened  by  previous 
disease  or  if  there  is  a  conglutinate  perforation,  the  tensile 
strength  of  the  drum-head,  for  massage  purposes,  is  merely  that 
of  its  least  resistant  portion,  and  some  form  of  reinforcement 
may  be  required,  either  the  familiar  paper  splints  or,  for  very 
limited  areas  and  for  surfaces  beyond  the  limit  of  the  membrana 
vibrans,  contractile  collodion,  it  being  remembered  that  an  exces- 
sive or  too  frequently  repeated  iise,  by  constricting  the  superficial 

(1)    Tension  anomalies.     C.  J.   IMake,   .Archives  of  Otologry,   l',<02. 
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circulation  of  the  surface  to  which  it  is  applied  may  institute  a 
necrotic  process  of,  ultimately,  considerable  extent  even  to 
destruction  of  the  entire  posterior  segment. 

The  efficacy  of  these  simple  measures,  the  auto-massage  and 
the  application  of  the  Politzer  plugs  together  with  systematic 
gargling,  for  its  mechanical  effect,  and,  in  some  instances  also 
faueial  finger  tip  auto-massage,  has  been  sufficiently  demonstra- 
ted in  practice  in  the  past  thirty  years  to  warrant  their  considera 
tion  as  either  a  supplementary,  or  a  basal,  part  of  the  treatment 
in  many  cases  of  middle-ear  fixation. 

In  addition  to  its  material  value  in  these  protracted  cases,  a 
continued  treatment  which  is  largely  in  the  hands  of  its  subject 
stimulates  interest  and  effort  and  helps  to  ensure  that  inter- 
dependant  relationship  which  should  exist  between  the  aurist 
and  his  chronic  patient,  enliancing  the  responsibility  of  the  latter 
and  affording  the  former  justifiable  opportunities  for  observation 
and  advice. 

In  the  face  of  tlie  demand  for  service  iu  acute  trouble  the 
minor  remedial  possibilities  may  be  easily  overlooked,  but  it  is 
well  to  consider  that  a  gain  in  the  hearing,  in  a  case  of  chronic 
impairment,  while  an  insignificant  proportion  of  the  normal 
faculty  may  be  a  large  percentage  of  that  which  the  patient 
possesses.  In  the  study  of  the  needs  of  that  portion  of  the 
commimity  which  is  the  subject  of  this  form  of  an  only  moderately 
remediable  infirmity,  but  for  which  there  are  attainable  ameliora- 
tions and  compensations,  there  is  a  large  field  for  humanitarian 
effort  in  which  the  aurist.  as  a  part  of  his  sociological  function, 
should  actively  participate. 

The  patient  who  can  be  only  partially  relieved  by  physical 
means  and  whose  handicaps  must  be  carried  through  life,  should 
be  helped  to  carry  it,  to  understand  his  limitations,  to  foresee,  as 
far  as  possible,  his  hearing  future  and  to  ameliorate  his  condition 
upon  the  basis  of  his  continued  and  active  association  with  the 
hearing  peoeple  about  him  effecting  this  hy  means  of  some  artificial 
aid  if  necessary  or  by  recoiu-se  to  the  study  of  some  form  of  speech 
reading  and  preferably  that  which  trains  not  only  .symbolically, 
in  the  fixed  facial  positions  emblematic  of  the  consonant  checks, 
but  in  the  transitional  movements  also. 

The  use  of  artificial  aids  to  hearing  became  much  extended  soon 
after  the  invention  of  the  telephone  with  the  substitution  of  some 
form  of  "telephone  set"  apparatus  for  the  cumbersome  and 
unsightly  sound  collector.     Of  these  instruments  there  is  now  a 
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great  variety,  all  ou  the  same  principle  and  consisting  of  a  tele- 
phone, some  form  of  microphone  and  a  portable  dry  battery.  The 
telephone  is,  virtnally.  the  same  telephone  as  that  originally 
constructed  Init  the  microphones  vary  mechanically  and  are 
gradually  being  made  to  respond  more  to  the  range  of  the  voice 
tones  and  less  to  the  disturbing  )netallic  overtones  which  are  a 
customary  part  of  our  acoustic  environment,  but  none  has  as  yet 
been  achieved  which  is  an  entirely  discriminating  instrument. 

As  the  selection  of  this,  or  any  other  artificial  aid,  must  be  a 
matter  of  individual  preference  the  patient  should  be  advised  to 
try  several  before  final  selection,  preference  being  given  to  that 
which  conveys  the  voice  most  clearly  with  the  least  association  of 
outside  disturbing  sounds.  The  subject  of  the  modern  electrical 
aids  to  hearing  and  of  that  important  matter  the  reeducation  of 
the  hearing  is  one  which  would  make  a  volume  in  itself^  for  the 
reeducation  of  hearing  means  something  more  than  an  increase  of 
the  special  function,  it  is  the  reopening  of  a  channel  of  stimulus 
to  brain  activity  failing  through  desuetude. 

The  crowning  disal>ility  of  the  clironically  deaf  is  their  tendency 
to  isolation  and  to  discouragement  and  this  has  to  be  met  remedially 
by  a  distinct  form  of  sociological  work. 

An  experiment  in  this  direction,  the  Speech  Readers'  Guild,  so 
called  because  the  furtherance  of  speech  reading  was  the  basis  of 
its  creation,  has  effectively  made  a  centre  for  the  otherwise  isolated 
adult  deaf  and  has  accomplished  much  good  not  only  educationall.y 
but  by  its  inspiration.  This  association  of  a  body  of  eonimiinity 
members,  much  set  apart  individually,  has  already  led  to  the 
formulation  of  a  comprehensive  study  of  the  sociological  status  of 
the  adult  deaf  with  a  view  to  the  dissemination  of  information  on 
this  sub,ieet  and  the  creation  of  other  similar  associations  prepared 
to  cooperate  with  all  cognate  activities  but  maintaining  its  creative 
independence. 

The  people  whose  needs  have  made  the  actuating  impulse  to  this 
preliminary  communication  here  presented,  upon  aid  for  the  deaf, 
are,  in  the  sense  of  the  common  weal,  in  virtue  of  the  conservation 
of  individual  activity  and  in  recognition  of  that  humanitarian 
oliligation  which  we  are  prepared  to  defend,  the  especial  wards  of 
such  medical  bodies  as  the  American  Laryngological,  Rhinological 
and  Otological  Society,  their  number  will  be  increased  in  eonse- 
cjuence  of  the  international  struggle  in  which  this  country  is  now 

(1)   Dr.   Thomas  J.  Harris.     Reeducation  of  tlie   liearing. 
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engaged  and  the  appointment  in  this,  and  in  similar  societies  in 
fhe  United  States  of  a  permanent  committee  for  the  study  of  the 
needs  of  the  adult  deaf  and  the  amelioration  of  their  condition, 
with  pro^nsion  made  for  cooperation  of  the  committees  in  question 
and  collaboration  with  the  Yolta  Bui-eau  and  the  Reconstruction 
Ser%'ice  of  the  Industrial  Union  for  the  deaf,  devoted  to  the  welfare 
of  the  deaf,  would  be  a  national  service. 


t'HANGINU  METHODS  AND  ADVANCES  IN  THE 
TREATMENT  OF  PROGRESSIVE  DEAFNESS  FROM 
CHRONIC  SECRETORY  OTITIS  MEDIA. 

By    FRANCIS   P.    EMERSON,    M.    D.,    Boston.    Mass. 

For  the  reason  that  otology  is  uot  au  exact  science,  there  are 
jiroblem.s  connected  with  its  practice  that  should  be  reconsidered 
at  stated  intervals.  One  of  these  is  the  diagnosis,  prognosis  and 
treatment  of  that  form  of  progressive  deafness,  which  is  the  result 
of  chronic  secretory  otitis  media. 

Previous  papers  on  this  subject  were  read  before  this  Society 
by  Dench  in  1894,  Harris  in  1908,  and  by  Holmes  in  1912.  These 
three  papers  are  the  only  ones  of  record  with  the  exception  of 
Reik's  paper  on  the  relation  of  the  tonsils  to  middle  ear  deafness. 

The  discovery  of  lymjjhoid  hypertropliy  in  the  vault  of  the 
pharynx,  and  the  recognition  of  its  relation  to  the  eu.stachian  tube 
by  William  ]Meyer  marked  an  epoch  in  the  prevention  and  treat- 
ment of  this  form  of  middle  ear  disease.  This  was  fifty  years  ago. 
Following  this  discovery,  the  further  appreciation  of  the  close  re- 
lationship of  the  nasopharynx  to  the  middle  ear  made  the  organ- 
ization of  thi.s  Society  a  logical  step.  A  large  proportion  of  its 
present  membership  was  educated  first  as  otologi.sts,  and  they 
have  since  studied  and  treated  the  nasopharynx  only  so  far  as  in 
their  judgment,  such  treatment,  operative  or  non-operative  could 
influence  the  prognosis  of  progressive  middle  ear  disease. 

In  consulting  the  files  of  this  Society,  we  find  frequent  reference 
made  to  the  necessity  of  stopping  infection  by  way  of  the  eustach- 
ian tube.  Hardly  a  writer,  with  the  exceptions  noted,  has  ven- 
tured to  clearly  define  what  he  considered  to  be  indicated  along 
this  line.  The  teaching  in  our  Universities  makes  no  attempt  to 
correlate  the  two  subjects  of  rhinology  and  otology  in  such  a 
way  that  the  student  should  know  what  to  do,  and  what  not  to 
do  rhinologically,  to  influence  the  middle  ear.  Each  student  is 
left  to  work  out  his  own  clinical  experience,  beyond  instruction 
wliich  relates  specifically  to  the  vault  of  the  pharynx. 

Observation  among  the  leading  otologists  of  today  would  lead 
us  to  infer  that  we  ai'e  divided  into  two  classes  in  our  efforts  to 
pi'otect  the  middle  ear.     In  the  first  class  are  those  whose  treat- 
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meut  is  almost  wholly  uoutiued  to  the  epipharyux  and  Koseii- 
iniiller's  fossa;,  to  such  an  extent  tiiat  it  is  common  practice  for 
their  patients  to  consult  them  as  aurists,  and  their  confrere,  as  a 
rhinologist.  In  the  second  class  are  those  who  correct  all  de- 
formities of  the  septum,  abnormal  conditions  of  the  turbinates, 
drain  the  sinuses,  remove  tonsils,  etc.,  and  in  fact  do  what  any 
rhinologist  would  do,  and  believe,  that  in  so  doing  they  retard  or 
cheek  the  progress  of  middle  ear  disease. 

The  winters  of  oiir  latest  text  books  give  very  scanty  reference 
to  remote  foci,  in  discussing  the  etiology  of  chronic  secretory 
otitis  media. 

In  order  that  the  writer  might  not  misconstrue  the  attitude  of 
the  first  group,  namely,  those  who  lay  especial  emphasis  on  the 
epipharynx,  he  sent  the  following  question  to  fifteen  prominent 
aurists.  "Given  a  case  of  progressive  deafness  as  the  result  of 
chronic  secretory  otitis  media,  where  the  hearing  for  the  whis- 
pered voice  has  been  reduced  to  15/25ths,  or  less,  would  you 
expect  any  improvement  from  treatment  of  the  nasopharynx, 
excluding  the  epipharynx  and  iut^atiou? 

Replies  were  received  from  ten,  all  of  whom  said  they  would 
not  expect  any  benefit,  provided  the  lymphoid  tissue  in  the  vault 
and  fossa?  had  been  thoroughly  removed.  One  considered  such  a 
ease  as  a  beginning  otosclerosis,  and  one  had  seen  active  operative 
measures  do  harm.  In  order  to  prove  that  positive  improvement 
in  hearing  results  from  the  cure  of  remote  foci  is  not  au  easy 
problem,  as  the  testimony  of  the  patient,  or  of  the  aurist  is  of  no 
scientific  value,  unless  such  observations  are  supported  by  careful 
hearing  tests,  and  records  covering  a  term  of  years,  for  we  are 
dealing  with  a  chronic  disease,  which  is  subject  to  acute  exacer- 
bations, and  varying  acuitj"  of  hearing. 

Further,  in  order  that  such  records  should  be  available  for 
analysis,  such  observations  should  extend  over  a  period  of  from 
three  to  five  years. 

It  would  seem  appropriate,  after  this  length  of  time  to  consider 
again  whether  we  have  made  any  advance  in  the  treatment  of 
chronic  deafness  over  the  pioneer  work  of  ileyer  and  Toynbee 
fifty  years  ago.  Their  work  has  since  been  elaborated  by  Politzei", 
Luca?,  Siebenman  and  others,  but  the  essential  facts  are  un- 
changed. Can  we  today  offer  any  more  hope  to  this  unfortiuiate 
class  of  patients  who  comprise  such  a  large  part  of  our  clientele  ? 
If  some  of  them  can  be  helped,  is  it  possible  to  predict  as  a  re- 
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suit  of  examinatiou,  that  good  results  will  follow  our  treatment 
in  a  given  case,  and  how  far  any  lost  hearing  may  be  restored  ? 

In  order  that  we  may  discuss  this  subject  from  common  prem- 
ises, let  us  define  what  we  mean  by  chronic  secretory  otitis 
media.  In  a  given  ease,  otoseopic  examination  would  show  a  dull 
grey,  or  ground  glass  appearance  of  the  membrana  tympani,  ab- 
sence of  the  light  reflex,  and  retraction.  The  clinical  picture 
would  be  one  of  slowly  progressive  loss  of  hearing,  usually  more 
advanced  in  one  ear,  with  or  without  tinnitus.  The  hearing  test 
would  show  a  positive  Rinne,  the  Weber  lateralizing  toward  the 
more  deaf  ear.  The  low  note  by  the  Dench  fork  is  unchanged, 
or  slightly  raised.  The  bone  conduction  is  unchanged.  The  whis- 
pered voice,  however,  may  be  reduced  to  as  low  as  2  to  15/25ths. 
Given  such  a  case,  what  conditions,  if  anj',  outside  of  the  treatment 
of  the  epipharynx  will  influence  its  slowly  progressive  course? 
Whether  any  of  the  lost  hearing  can  be  restored  is  of  the  greatest 
importance  to  the  patient,  for  the  restoration  of  one  or  two  notes 
in  the  upper  register  will  determine  to  a  marked  degree,  the 
efficiency  of  the  individual. 

In  order  that  we  may  definitely  promise  ourselves,  or  the  patient 
that  the  hearing  will  improve,  the  writer  is  guided  by  the  follow- 
ing considerations,  all  of  which  depend  on  the  question  of  re- 
infection. 

It  is  his  experience  that  in  every  case  of  progressive  deafness 
from  chronic  secretory  otitis  media,  there  is  a  primary  focus, 
which  is  constant  for  that  individual.  This  may  become  qui- 
escent, but  in  the  interval  it  remains  as  a  low  grade  process,  sub- 
ject to  acute  exacerbations.  This  point  I  wish  to  emphasize  for 
until  the  primary  focus  is  drained  and  cured,  such  acute  exacerba- 
tions are  a  constant  menace  to  the  eustachian  tube  and  middle 
ear.  The  course  of  the  disease  will  be  from  bad  to  worse,  and  a 
little  more  rapidly  if  inflation  is  practised  as  a  routine. 

That  there  are  pathogenic  bacteria  in  the  mouth  and  pharynx 
at  all  times  is  common  knowledge.  That  they  possess  sufficient 
virulency  under  favorable  conditions  to  cause  serious  pathological 
conditions  in  remote  organs  has  been  proven  by  the  investigations 
of  ^Miller,  William  Himter,  Billings  and  many  other  observers. 

Depending  upon  the  organism,  and  the  virialency  of  the  infec- 
tion, the  clinical  picture  is  one  of  toxemia,  septicemia  or  pyemia 
running  an  acute  or  chronic  course.  While  this  work  is  of  recent 
date,  all  such  facts  had  been  observed  years  ago  by  Professor 
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Arkovy  of  Budapest  from  1878  to  1898,  substantiated  l)y  the  pains- 
taking microscopic  findings  of  Miller  of  Berlin  from  1884  to  189-1, 
and  by  the  clinical  experience  of  William  Hunter  of  London,  who 
published  his  results  in  the  Practitioner  in  1900.  Miller,  who  was 
educated  as  a  physician,  and  also  as  a  dentist  showed  bacteriolog- 
ically  that  focal  processes  in  the  teeth,  tonsils,  or  sinuses  kept 
up  a  low  grade  infection  of  the  adjacent  tissues,  and  during 
exacerbations  this  might  extend  by  continuity,  or  directly  by 
way  of  the  lymphatics,  or  blood  stream  to  neighboring,  or  remote 
organs.  That  such  low  grade  infection  is  constantly  present  either 
in  the  epipharynx,  or  quite  as  often  at  some  other  point  in  all 
cases  of  progressive  chronic  secretory  otitis  media,  has  been  the 
observation  of  the  writer  for  many  years. 

In  order  to  determine  where  this  primary  focus  may  be,  we 
inquire  ot  the  patient,  in  taking  the  history,  where  these  acute 
exacerbations  begin.  It  is  a  well  known  clinical  fact  that  patients 
subject  to  acute  infections  almost  invariably  claim  that  for  years 
such  infectious  commenced  in  a  certain  manner,  i.  e.,  as  a  sore 
throat,  and  then  went  up  or  down  or  started  as  a  head  cold,  and 
then  went  down. 

In  a  given  individual,  this  onset  is  almost  constant,  and  does 
not  usually  alternate  over  many  years,  and  indicates  that  the  prim- 
ary focus  does  not  entirely  subside,  but  becomes  quiescent,  and  is 
subject  to  acute  exacerbations,  whenever  the  resistance  of  the 
host  becomes  lowered.  This  then  gives  us  our  first  clue  as  to 
where  we  shall  begin  our  treatment,  and  can  not  be  determined 
by  the  anatomical  conditions  of  the  nares,  even  if  a  rhinitis  be 
present.  The  next  question  is  to  ascertain  if  the  hearing  varies, 
i.  e.,  whether  it  is  better  on  some  days  than  others.  In  such  cases 
an  active  cause  of  the  otitis  is  still  present  outside  of  the  middle 
ear,  and  we  can  usually  hope  for  improvement  up  to  their  best 
hearing,  or  more,  if  we  remove  the  original  focus,  and  clear  up 
the  accompanying  infection. 

Let  us  suppose  a  case  where  the  history  points  to  the  acute 
exacerbations  being  more  or  less  constant  in  the  nose.  It  is  the 
writer's  opinion  that  no  amount  of  anatomical  deformity  of  the 
septum  influences  the  course  of  chronic  secretory  otitis  media 
until  after  infection  takes  place,  but  that  such  deformity  pre- 
disposes to  infection. 

The  tendency  to  a  low  grade  infection  in  the  nares  is  promoted 
by  the  following  conditions.    Given  asymmetrical  nares  from  devia- 
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tion  of  the  septum  and  there  results  a  compensaton-  hj-pertrophy 
of  the  turbinate  on  the  concave  side  from  over  function  from  na- 
ture's attempt  to  equalize  the  air  current.  As  a  result,  the  soft 
tissue  goes  through  the  various  phases  of  congestion,  increased 
connective  tissue  and  thickening  of  the  mucosa.  At  this  stage  any 
acute  infection,  on  account  of  defective  drainage,  may  be  con- 
tinued as  a  low  grade  process  subject  to  acute  exacerbations. 
"With  the  defective  drainage,  if  a  hew  infection  is  virulent  enough, 
the  sinuses  may  become  involved.  We  therefore  operate  in  the 
nares,  not  to  remove  a  mechanical  obstruction  per  se,  but  to  im- 
prove drainage  and  clear  up  the  attending  infection. 

To  one  who  accepts  this  pathology,  it  is  essential  to  the  integrity 
of  the  tube  and  middle  ear,  that  the  infections  of  tlie  nasopharynx 
should  be  cured  so  that  acute  exacerbations  may  be  prevented.  This 
can  only  be  accomplished  by  impro^dng  the  defective  drainage,  and 
equalizing  the  air  pressure  by  reconstruction  of  the  nasal  chambers, 
i.  e.,  straightening  deflected  septi,  removing  redundant  tissue  from 
the  turbinates,  reducing  posterior  hypertrophies,  and  opening  all 
infected  cells. 

After  this,  it  is  equally  important  in  cases  of  deafness  of  long 
standing,  that  no  low  grade  process  persists,  as  an  epipharyngitis,  or 
some  focus  be  left  that  may  still  be  subject  to  acute  exacerbations, 
and  thus  offset  the  effect  of  our  operative  procedures  as  far  as  im- 
provement of  the  eustachian  tube  is  concerned.  The  middle  ear 
condition  grows  progressively  worse  by  reason  of  re-infection  from 
the  same  primary  cause,  or  from  secondary  foci,  until  the  hearing  is 
beyond  improvement.  For  this  reason  auditory  re-education  by 
whatever  means,  inflation,  electricity,  etc.,  that  does  not  take  into 
account  the  underlying  cause  cannot  be  of  permanent  value  until 
such  focus  is  removed. 

Pharynx.  In  the  pharynx  all  Ij'mphoid  tissue,  however  small 
should  be  removed,  including  bands  between  the  eustachian  tube  and 
the  pharynx,  and  degenerate  tissue  iu  Rosenmiieller's  fossa?.  Wliere 
posterior  rliinoscopy  shows  chronic  congestion  on  the  lateral 
pharyngeal  wall,  the  condition  of  the  fossa?  cannot  be  determined 
without  a  digital  examination.  Chronic  pharyngitis  indicated  by 
a  glazed  appearance  of  the  posterior  M'all,  and  a  change  in  the 
secretions,  the  \ATiter  has  always  found  to  be  due  to  caries  in  the 
sphenoid,  either  alone,  or  in  connection  with  a  pyogenic  focus  in 
the  posterior  ethmoids;  and  the  so  called  pharyngitis  sicca  he  has 
not  found  to  exist  as  an  entity.     While  the  diagnosis  cannot  be 
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made  \vitli  an  ordinary  probe,  it  usually  can  be  made  bj^  using  one 
whose  shank  is  no  larger  than  a  knitting  needle,  and  that  has  a 
fused  bead  on  the  end. 

Tonsils.  The  tonsils  in  their  relation  to  local  and  systemic 
disease  are  only  beginning  to  be  appreciated,  especially  when  found 
in  adults  between  thirty  and  sixty  years  of  age.  As  we  now  under- 
stand their  pathology  they  account  for  many  of  the  diseases  that 
were  supposed  to  be  constitutional,  such  as  scrofula,  rheumatism, 
autointoxication,  etc.  Visual  examination  is  useless.  The  anterior 
pillar  should  be  pulled  forw'ard,  and  pressure  used  between  the 
outer  wall  and  the  tonsil.  In  many  cases  where  the  tonsil  is  an 
active  cause  of  the  deafness,  free  pus  will  be  demonstrated  on  one 
side,  usually  at  the  junction  of  the  vela  lobe,  and  the  middle  third 
of  the  tonsil,  pai-ticularly  in  those  eases  showing  toxemia.  This  is 
an  enclosed  abscess  of  streptococcus  origin  and  subject  to  repeated 
acute  exacerbations.  The  toxemia  is  marked,  and  it  is  probably  the 
cause  of  chronic  nerve  degeneration  in  the  labyrinth.  Such  cases 
are  attended  constantly  by  a  low  grade  pharyngitis.  Reik,  in  his 
article  published  in  1908  on  degenerate  tonsils,  and  middle  ear 
deafness,  has  fully  described  their  relation  to  the  eustachian  tube. 

In  the  writer's  experience  the  extension  to  the  eustachian  tube  is 
more  often  by  continuity  and  through  the  IjTnphaties  and  blood 
stream  along  the  posterior  pillar.  The  resulting  low  grade  process 
can  be  seen  not  only  on  the  lateral  wall,  but  in  the  epipharj'nx, 
and  over  the  surface  of  the  posterior  nares,  as  well  as  in  the  mouth 
of  the  tube. 

Eustachian  tube.  The  pathology  of  the  tube  in  its  relation  to 
middle  ear  deafness,  the  writer  has  usually  found  either  at  the 
isthmus,  or  the  pharyngeal  end.  Examination  shows  the  tube,  if  the 
process  has  existed  long  enough  to  affect  its  lumen,  as  it  usually 
has  in  chronic  cases,  more  widely  open  on  the  side  of  the  most 
affected  ear,  hence  inflation  is  not  only  counter  indicated,  except 
for  diagnostic  purposes,  but  it  makes  the  loss  of  hearing  more  rapid. 
Indeed,  after  stopping  the  infection,  one  of  the  next  steps  in  our 
treatment  is  to  try  to  restore  the  lost  tone  of  the  pharyngeal  end 
by  applications  within  the  tube,  and  exercises  that  shall  strengthen 
the  function  of  the  palatine  muscles.  The  most  experienced  aurist 
will  be  deceived  as  to  the  lumen  of  the  tube  by  auscultation,  as 
very  many  cases  have  a  decided  narrowing  at  the  isthmus  when 
inflation  seenus  clear.  If  no  mechanical  obstruction  exists  at  either 
end  of  the  tube,  nature  has  pi'ovided  for  sufficient  ventilation  of  the 
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middle  ear.  If  such  obstruction  does  exist  in  chronic  cases  inflation 
will  do  no  good,  and  will  add  to  the  gradually  diminishing  function 
of  the  tubal  muscle.  Applications  within  the  tube  are  of  great  ben- 
efit, but  they  should  not  be  repeated  too  often,  or  be  strong  enough 
to  excite  too  much  reaction.  This  reaction,  where  the  obstruction 
has  been  at  the  isthmus,  has  been  one  of  the  most  difficult  things 
for  the  writer  to  control  in  the  treatment  of  the  tube. 

The  alveolar  liroccss.  The  best  work  on  the  pathology  of  the 
alveolar  process  has  been  done  by  dentists.  The  relation  of  such 
foci  to  local  and  sj'stemic  disease  has  been  repeatedly  called  to  your 
attention  by  Dr.  Haskin.  Miller  of  Berlin  in  1894  showed  the  seri- 
ousness to  a  patient  with  low  resistance  of  pulpitis,  grangrene  of 
the  pulp,  pericementitis,  alveolar  abscess,  ostitis,  osteomyelitis, 
periostitis,  alveolar  necrosis  and  pyorrhea.  He  called  attention 
to  the  fact  that  pyogenic  organisms  associated  with  osseous  necrosis 
were  very  A-irulent,  and  that  the  soft  tissues  over  a  considerable 
area  showed  infection.  His  bacteriological  findings  proved  that 
such  local  foci  might  not  only  involve  adjacent  tissue,  but  extend 
bj^  continuity  to  the  tonsils,  and  pharynx,  or  through  the  IjTiiphat- 
ics  or  blood  stream  to  distant  organs.  For  our  purposes  such  dis- 
eased conditions  should  be  investigated  in  conjunction  with  a 
dentist,  and  all  devitalized  teeth  examined  by  an  X-ray,  as  part  of 
our  routine  examination  in  locating  foci  that  may  be  the  cause  of 
a  progressive  chronic  secretory  otitis  media. 

It  is  often  asked  why  if  such  causes  are  active  in  the  etiology  of 
chronic  secretory  otitis  media,  it  is  not  easy  to  settle  the  question 
by  producing  a  series  of  cases  corroborated  by  hearing  tests.  The 
answer  is  because  of  the  fact  that  such  foci  are  usually  multiple 
and  few  men  have  systematically  attempted  to  remove  all  sources 
of  re-infection.  Our  knowledge  of  how  to  drain  all  the  sinuses,  of 
the  menace  of  pyogenic  foci  in  adult  tonsils  and  the  alveolar  process, 
is  too  recent  to  enable  us  to  tabulate  a  long  series  of  chronic  cases 
successfully  treated.  The  improvement  is  necessarily  slow  and  ex- 
tends over  considerable  time.  With  energetic  early  treatment  there 
is  a  more  hopeful  outlook  for  this  field  of  otology. 

As  a  line  of  investigation  to  be  further  developed,  the  writer 
sees  no  reason  why  such  active  foci  as  are  constantly  found  in  the 
teeth,  tonsils  and  sinuses,  should  not  contain  bacteria  with  selective 
characteristics,  i.  e.,  in  some  we  would  have  our  pathology  in  the 
mucous  membrane,  in  othei"s  the  connective  tissue,  and  in  still  others 
the  osseous  structures. 
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CASE   HISTORIES. 
Sinuses  (Focus). 

Dec.  2,  ]9n.  J.  F.  W.  Born,  N.  H.  Age,  51  years.  Single.  Provision 
broker. 

P.  H.  Measles  at  21  years  of  age.  Rheumatism  three  years.  Tobacco 
moderately,  no  alcohol.  Neiser  infection.  Repeated  head  colds.  Teeth  all 
removed.     General  health  good,  except  for  history  of  gall  stones. 

Hearing.  Not  normal  for  ten  years.  Worse  for  past  IS  months.  Soimds 
confusing.  Sharp  pain  in  both  ears.  Tinnitus.  No  history  of  aural  discharge. 
Acute  infections  start  in  the  head. 

Examination.  B.  m.  t.  thickened.  Light  reflex  gone,  retracted.  B.  nares, 
pus  in  middle  fossae.  Adenoid  tissue  central  in  the  vault.  R.  R.  fossa 
obstructed.     B.  eustachian  tubes  ojien,  the  right  being  more  open  than  the  left. 

Diagnosis.  B.  0.  ni.  sec.  ch.  B.  sup.  ethmoiditis.  Repeated  reinfections 
from  a  pyogenic  focus  in  the  ethmoid  sinuses. 

Treatment.  Exenteration  of  both  ethmoid  labyrinths.  Argyrol,  20  per  cent, 
to  eustachian  tube.  Inferior  turbinates  trimmed.  Nasopharynx  cleansed  with 
normal  salt  and  sprayed  with  argyrol  20  per  cent,  until  infection  cleared  up. 
No  inflation  except  for  diagnosis. 
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Ursiilt.     No  colds   for   a   year.     No  tinnitus.     Hearing  normal. 

Tonsil    (Focus). 

May  20,  1915.  Mrs.  H.  Born,  B.  I.  Age,  59  years.  Married.  No 
children. 

P.  H.  Scarlet  fever  and  typhoid  at  29  years  of  age.  Pneumonia  18  months 
ago.  La  Grippe  several  times,  but  not  severely  until  1915.  Tonsillitis  annually 
for  several  years.  Acute  infections  start  in  the  throat.  No  aural  history  until 
five  years  ago,  when  the  hearing  became  impaired  beginning  in  the  right  ear. 
Occasional  tinnitus.  No  climatic  variations.  Slight  catarrh.  Pyrosis.  Ears 
worse  after  each  throat  irritation.  Is  below  weight.  Nose  red,  color  poor,  and 
has  been  a  semi-invalid  for  twenty  years.  Never  rugged.  Prominent  otologist 
told  her  that  nothing  could  be  done,  and  instructed  her  maid  how  to  inflate 
the  ears   daily. 
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Examinalion.  M.  T.  B.  show  ground  glass  appearance,  dull,  lusterless. 
L.  nares,  ant.  deviation  of  septum,  so  that  an  applicator  cannot  be  passed. 
Contact  with  inferior  turbinate.  M.  M.  not  injected,  and  no  infection  present. 
Septum,  sigmoid  deflection. 

Sintises  transilhnninate  normally,  ex>iphar)-nx  negative.  Pharynx,  low  grade 
pharyngitis.    Tonsils,  cryptic  tonsillar  disease.    R.  free  pus,  (one  or  two  drops). 

Diagnosis.  B.  o.  ni.  see.  ch.  Cryptic  tonsillar  disease.  L.  ant.  deviation 
of  septum.     Progressive  deafness  secondary  to  tonsillar  infection. 

Treatment.  Removal  of  tonsils,  and  after  treatment  untU  infection  was  gone. 
June  2nd,  operation,  Des  Braisay  Hospital.     Complete  tonsil  enucleation. 
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Scsiilt.  Pyrosis  gone,  weight  increased.  The  right  ear,  which  was  the  first 
involved,  gained  4  feet.     The  left  is  normal.     Xo  inflation. 

Tonsils   (Pochs). 

June  4,  1916.     Mrs.  A.  L.  M.     Born,  Massachusetts.     Age,  06  years.     Widow. 

P.  H.  No  history,  aural  discharge  or  otalgia  in  early  life.  Hearing  has 
Veen  growing  worse  for  ten  years. 

F.  II.  Patient  has  two  children  living.  Husband  died  21  years  ago,  cause 
unknown  (suicide).  One  brother  and  one  sister  living  and  in  good  health. 
Xo  family  history  of  deafness. 

F.     Pied  age  of  60,  cause  unknown. 
A[.     Died  age  of  80,  cause  unknown. 

F.  I.  I'alieut  has  had  some  ear  trouble  for  the  past  ten  years,  which  has 
slowly  been  getting  worse.  Hearing  varies  and  is  worse  when  she  is  tired,  or 
has  a  cold.  History  of  head  colds  and  sore  throats  once  or  twice  a  year. 
Ringing  tinnitus  occasionally.  Sensation  of  stopping  of  ears.  History  of 
rheumatism.  L.  hand  shows  swollen  joint.  Used  to  wake  with  a  headache. 
L.  tonsil  shows  cryjrtic  disease.     Pulsation  in  ears  since  sickness  three  years  ago. 

ICroniination.     B.  o.  m.  sec.  ch. 

A.  V.     il.  T.  indrawn  and  dull.     L.  It.  gone,  no  marked  thickening. 

A.  S.  M.  T.  indrawn  and  lusterless.  L.  S.  gone.  Both  tubes  open  but  the 
right  a  little  the  more.     Isthmus  not  narrowed. 

Treatment.  L.  tonsillar  infection  cured  by  operation.  Xo  inflation  at  any 
time  except  for  diagnosis.  Local  applications  to  tubes.  Multiple  and  slow- 
sinusoidal  currents  used  for  five  minutes  in  each  ear  weekly.  Current  caused 
vertigo  and  nausea  at  first. 
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Hearing  tests. 
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SesiiH.  Patient  was  gaining  the  most  when  she  stopped  treatment  on  account 
of  the  difBeulty  of  coming  into  town  at  her  age 

Couclusioiis. 

1.  Every  case  of  chronic  progressive  middle  ear  deafness  has 
a  primarj'  focus,  which  persists  as  a  low  grade  infection,  subject  to 
acute  exacerbations.    In  chronic  cases  such  foci  are  usually  multiple. 

2.  Such  primary  focus  is  usually  con.stant  for  the  individual, 
and  is  indicated  by  the  location  of  exacerbations. 

3.  Every  ease  showing  variable  hearing  can  usually  be  improved 
up  to  their  best  hearing  or  more. 

4.  So  called  cases  of  nerve  deafness  of  non-specific  origin  are 
in  the  experience  of  the  writer  due  to  toxemia  from  some  definite 
focus. 

5.  Inflation  in  chronic  cases  is  unscientific  and  harmful  as  a 
routine,  as  the  tube  is  already  open  and  has  partially  lost  it's  tone 
in  the  majority  of  cases,  and  in  those  cases  not  open,  it  does  noth- 
ing to  remove  the  cause. 

6.  Na.sal  obstructions  do  no  harm  to  the  middle  ear  unless  in- 
fection is  present.  Such  obstructions,  however,  are  the  primary 
cause  in  the  development  of  imperfect  drainage,  which  predisposes 
to  infection,  and  which  is  always  present  in  cases  of  chronic  secre- 
tory otitis  media  originating  in  the  nose. 

7.  Foci  whether  in  the  sinuses,  tonsils,  mandible  or  epipharynx 
are  potential  factors  in  the  progress  of  chronic  progressive  otitis 
media,  either  by  direct  extension  or  through  the  lymph  and  blood 
streams. 
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8.  No  hearing  test  will  forecast  the  improvement  in  a  given  case 
as  long  as  we  have  a  positive  Kinne  with  variable  hearing. 

!).  Wliatever  the  macroscopic  appearance  of  the  membraiia 
tympani,  the  cause  of  the  deafness  is  active  for  a  long  time  outside 
the  middle  ear  as  a  toxemia,  or  low  grade  infection  subject  to  acute 
exacerbations. 

10.  Constitutional  diseases  have  but  little  effect  iipon  the  course 
of  chronic  secretory  otitis  media,  except  to  lower  the  resistance  of 
the  patient  and  make  them  more  susceptible  to  exacerbations  of 
their  localized  focus  or  foci. 


PRLMARY  DISEASE  OP  THE  LABYRINTH  AS  THE  RESULT 
OF  FOCAL  INFECTION. 

By  GEORGE   E.   SHAMBAUGH,   M.   D..   Chicago,   III. 

Accurate  knowledge  of  the  diseases  of  the  internal  ear  has  been 
very  diiSenlt  to  acquire,  owing  especially  to  the  difficulty  surround- 
ing the  study  of  the  pathology  of  the  labyrinth.  In  recent  years 
a  great  deal  has  been  done  to  clear  up  obscure  facts  relating  to 
the  pathologj'  of  those  changes  in  the  labyrinth  which  occur  sec- 
ondary to  infection  in  the  middle  ear.  The  pathology  also,  in  cases 
of  long-standing  nerve  deafness,  is  now  well  understood.  There 
still  remains  a  great  deal  of  obscurity  regarding  the  pathological 
changes  in  the  labyrinth,  especially  in  cases  of  primary  disease  of 
the  internal  ear.  Here  we  still  find  it  necessary  to  piece  out  our 
knowledge  by  analogy  from  similar  conditions  occurring  elsewhere. 
Fortunately  our  increased  knowledge  of  the  physiology  of  the  laby- 
rinth enables  lis  now  to  interpret  much  more  accurately  than  hereto- 
fore the  symptoms  arising  from  disease  of  the  internal  ear.  Our  im- 
proved methods  for  making  a  functional  examination,  moreover, 
enables  us  to  detect  more  readily  disturbances  in  the  function  of 
the  labyrinth. 

The  clinical  phenomena  observed  in  these  cases  of  primary 
involvement  of  the  internal  ear  are  quite  definite,  although  the 
symptoms  vary  more  or  less  widely  in  different  cases.  The  defect 
in  the  hearing  is  always  quite  characteristic.  It  begins  as  a  defect 
in  the  upper  part  of  the  tone  scale,  while  the  hearing  at  the  lower 
part  of  the  tone  scale  remains  normal  even  after  the  defect  for  the 
higher  notes  has  become  quite  extensive.  In  a  few  cases  the  loss 
of  hearing  does  not  begin  at  the  highest  part  of  the  tone  scale,  but 
consists  of  a  defect  more  or  less  circumscribed  in  the  middle  of  the 
tone  scale.  For  example,  one  may  find  a  defect  especiall.y  marked 
for  the  C^  fork,  while  the  Galton  whistle  may  be  heard  normally 
throughout  its  entire  extent.  Paracusis  Willisi  is  never  a  symptom 
in  these  cases,  and  tinnitus  aurium,  although  often  pi'esent,  is  rarely, 
if  ever,  the  annoying  s.vmptom  which  it  so  frequently  is  in  cases 
of  otosclerosis.  In  most  cases  both  ears  become  involved  sooner  or 
later  and  when  both  are  involved  the  shortening  of  bone  conduction 
in  alwa.vs  ])n'seiit.    In  one-sided  iiivolvi'iiii-ut  the  jiositive  Rinne  will 
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be  changed  to  a  negative,  in  those  cases  where  the  defect  in  hearing 
is  quite  marked. 

Symptoms  arising  from  an  involvement  of  the  vestibular  part  of 
the  internal  ear  constitute  a  very  imijortant  part  of  the  clinical 
phenomena  observed  in  many  of  these  cases.  Primary  disease  of 
the  internal  ear  constitutes  in  fact  the  most  frequent  cause  for  the 
symptoms  of  vertigo.  An  involvement  of  the  vestibular  apparatus 
in  these  cases  is,  moreover,  much  more  common  than  the  occurrence 
of  vertigo  would  indicate,  as  we  have  been  able  to  ascertain  since  the 
introduction  of  tests  for  examining  the  function  of  the  semicircular 
canals. 

Another  important  clinical  fact  that  has  been  brought  to  liglit  by 
tlie  introduction  of  the  vestibiilar  tests  is  that  primary  degeneration 
of  the  vestibular  nerve  occurs  quite  independent  of  a  similar  process 
invohing  the  cochlear  nerve.  In  these  cases  an  occasional  attack  of 
vertigo  is  the  only  symptom  indicating  disease  of  the  labyrinth. 

We  see,  therefore,  three  distinct  types  of  primary  degeneration  in 
the  labyrinth :  one  where  the  cochlea  alone  is  involved,  producing 
nerve  deafness  and  more  or  less  tinnitus;  the  second,  where  the 
vestibule  is  involved  simultaneously  with  the  cochlea,  producing,  as 
a  rule,  occasional  attacks  of  vertigo  in  addition  to  the  symptoms 
arising  from  disease  of  the  cochlea;  the  third  type,  where  the  ves- 
tibular nerve  alone  is  affected,  and  where  all  symptoms  indicating 
disease  of  the  labyrinth  may  be  absent,  except  for  possible  occasional 
attacks  of  vertigo. 

The  progress  of  this  disease  differs  widely  in  different  cases.  Not 
infrequently  there  appears  to  be  a  gradually  increasing  degenera- 
tion of  the  parts  involved.  In  many  eases  progress  of  the  degenera- 
tion is  accelerated  by  acute  exacerbations.  In  others  an  acute  attack 
is  apparently  followed  bj^  a  long  period  of  quiescence,  when  there  is 
no  progress  in  the  degeneration,  at  least  none  that  can  be  detected 
by  our  examinations. 

The  variations  in  the  symptoms  depending  on  the  way  in  which 
the  disease  of  the  labyrinth  progresses  is  especially  striking  for 
those  cases  where  the  vestibular  part  is  involved.  An  insidious 
degeneration  produces  no  symptoms  excepting  the  gradual  develop- 
ment of  nerve  deafness  associated,  perhaps,  with  some  tinnitus. 
Where  the  degeneration  is  accelerated  Ijy  acute  exacerbations  .this 
is  recognized  by  an  increase  in  the  deafness  and  the  development  of 
a  more  distinct  tinnitus,  and,  where  the  vestibular  part  is  involved, 
by  the  occurrence  of  distinct  attacks  of  vertigo.     The  symptoms 
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arising  from  the  vertigo  sometimes  quite  overshadow  the  other  phe- 
uomena.  When  the  vertigo  is  severe  enougli  to  cause  nausea  and 
vomiting  the  cause  of  the  disturbance  is  often  mistaken  for  some 
gastric  disorder.  The  actual  disturbance  produced  by  the  vertigo 
varies  from  a  slight  disturbance  of  equilibrium  to  a  profound 
shock,  which  thi-ows  the  patient  violently  to  the  ground  and  pro- 
duces dizziness  which  does  not  disappear  for  several  days  or  even 
weeks.  Wliere  one  has  an  opportunity  of  examining  a  case  during 
the  attacks  of  vertigo,  one  is  able  to  recognize  the  characteristic 
vestibular  nystagmus. 

The  question  of  the  diagnosis  of  labyrinth  disease  is  especially 
interesting  in  those  cases  where  the  principal  s}^nptoms  are  those 
resulting  from  the  vertigo,  such  as  nausea  and  vomiting.  Before 
the  introduction  of  the  vestibular  tests  the  diagnosis  of  a  possible 
labyrintli  origin  for  the  vertigo  was  based  on  the  presence  of  symp- 
toms of  disease  of  the  cochlea,  that  is,  tinnitus  and  nerve  deafness. 
In  those  cases  where  a  diagnosis  could  be  made  of  a  degenerative 
process  going  on  in  the  cochlea,  it  seemed  fair  to  assume  a  probable 
labyrinth  origin  for  the  vertigo,  since  it  is'  known  that  primary 
degeneration  in  the  labyrinth  is  the  most  frequent  cause  for  this 
symptom.  It  is  evident  that  in  those  cases  where  the  degenerative 
process  was  limited  to  the  vestibular  nerve,  that  is,  where  the  hear- 
ing was  not  aflfected,  the  labyrinth  origin  for  the  attacks  of  vertigo 
would  often  pass  unrecognized.  Fifteen  years  ago  I  began  com- 
piling a  series  of  such  cases  where  the  symptoms  complained  of  were 
tho.se  of  vertigo  and  the  disturbance  caused  by  the  vertigo,  such  as 
nau.sea  and  vomiting,  l)ut  where  there  was  no  involvement  of  tiie 
cochlea  and  where  no  other  cause  for  the  vertigo  could  be  detected. 
At  that  time  it  was  necessary  to  a.ssume  a  condition  which  we  could 
not  demonstrate,  namely,  a  primary  involvement  of  the  vestibular 
apparatus,  independent  of  any  disease  of  the  cochlea.  In  recent 
years,  since  the  introduction  of  the  vestibular  tests,  I  have  been  able 
to  go  over  a  number  of  tliese  cases  and  to  demon.strate  the  loss  of 
function  in  the  semicirevilar  canals. 

'I'lie  etiology  of  primary  degeneration  of  tlie  labyrintli  is  (pnte 
clear  in  many  cases.  It  is  not  infrecjuenliy  a  comi)licatiou  of 
syphilis,  both  hereditary  and  acquired.  It  is  observed  also  as  a 
secjuel  of  the  infectious  fevers,  especially  in  mumps,  typhoid,  measles 
and  scarlet  fever.  There  remain,  however,  a  large  percentage  of 
these  cases  of  primary  disease  of  the  internal  ear,  where  the  etiology 
has  not  been  accounted  for.    It  is  in  these  cases  where  I  have  sue- 
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jri'sti'd  Tofal  iufeetion  as  a  ])ossil)le  cause.  This  eouclusiou  was  based 
upon  the  similarity  between  the  manner  in  whieli  the  lab.yrinth  in- 
volvement takes  jilaee  and  the  involvement  of  other  nerves  where 
local  infection  is  known  to  I)e  the  cause.  When  the  involvement  of 
the  labyrinth  is  associated  with  other  evidences  of  systematic  in- 
fection of  focal  oriiiin.  such  as  rheumatism  or  neuritis,  one  sees  little 
difficulty  in  assuming  a  possible  focal  origin  for  the  neuritis  of  the 
eighth  nerve.  In  cases,  moreover,  where  the  degeneration  of  the 
eighth  nerve  develoj)s  quite  independent  of  any  otlier  manifestation 
of  systemic  infection,  a  possible  focal  origin  should  not  be  over- 
looked, for  it  is  not  an  infrequent  clinical  phenomenon  to  observe  a 
single  nerve  the  seat  of  persi-stent  neuritis  from  focal  infection. 

I  will  report  here  lirietly  a  few  eases  of  jjrimary  labyrinth  disease 
where  focal  infection  ajipears  to  be  the  probable  cat;se. 

CASE    KE  PORTS. 

Tho  first  cai.:e  is  that  of  a  man,  age  28,  who  cousulted  me  in  October,  1914. 
He  hail  been  subject  to  attacks  of  acute  articular  rheumatism  since  the  age  of 
teu,  anil  had  sonic  .joints  which  at  the  time  of  the  examination  were  acutely 
iuvolveil.  I-Iviilcnic  of  an  uhl  endocarditis  was  also  discovered.  There  was  a 
history  of  recuning  attacks  of  tonsillitis  and  although  the  tonsils  had  been 
operated  they  had  been  only  partially  removed.  In  Febrnary,  1917,  the 
patient  cousulted  me  because  of  an  attack  of  vertigo  associated  with  tinnitus. 
The  trouble  had  begun  six  days  before  as  a  tinnitus  in  the  left  ear,  which  he 
had  noticed  first  on  retiiing.  He  was  awakened  in  the  middle  of  the  night 
because  of  vertigo  and  nausea.  The  severity  of  the  vertigo  forced  him  to 
remain  in  led  for  twenty-four  hours,  and  at  the  time  when  I  saw  him,  six  days 
after  the  onset,  he  was  still  anno.ved  by  the  disturbance  of  equilibrium.  He 
recalled  having  had  jirevious  attacks  of  tinnitus  but  not  of  vertigo.  He  was 
still  suffering  from  ai'tive  rheumatism  in  several  joints.  A  careful  examination 
of  the  hearing  failed  to  detect  any  defect.  There  was  no  spontaneous 
ny.stagmus,  but  the  rotation  test  disclosed  a  marked  depression  of  function  for 
both  the  right  and  left  lab.vrinth.  The  nystagmus  following  the  rotation  to 
the  right,  was  extiemel.v  feeble  and  lasted  but  twelve  .seconds,  and  after 
rotation  to  the  left  was  of  the  same  character  and  lasted  eleven  seconds. 

The  second  case  is  that  of  a  man,  aged  .t1.  who  consulted  me  in  March,  1914, 
complaining  of  defective  hearing,  whii-h  he  thought  might  have  been  coming 
on  for  several  years.  There  was  no  tinnitus,  no  paracusis,  and  no  history  of 
deafness  in  his  family.  Kxaraination  disclosed  nornral  drum  membranes.  A 
\lefect  in  the  hearing  for  the  whispered  voice  was  found  in  both  ears,  especially 
marked  for  numbers  like  (56,  which  was  heard  only  at  one  foot  for  either  ear. 
The  C  fork,  (i4  d.  v.,  was  heard  normally  for  both  ears,  as  was  also  the  ('4, 
The  (ialton  whistle  (Edcbnann)  was  hoard  at  four  in  the  right  ear  and  at 
nineteen    In   the  left. 

The  |!aticnt  letumcil  to  the  city  again  Dec.  10,  1914,  when  he  complained  of 
;i  higlcpitilicd  continuous  tinnitus  which  had  develojied  during  an  acute  head 
cold -one   rncnth   Icfiirc.     There   was   a   distinct   increase   in   the   defect   for  the 
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lialfdii  wliisiK',  i's|iori;illy  in  tlie  left  car.  Tlie  faiic-ial  tonsils  were  sonienluit 
iMilarjieil  ami  distinttly  congested.  Clieesy  Jilugs  were  expressed  from  liotli 
tonsils.  Tliere  was  no  accessory  sinus  trouble  and  no  infection  about  tlie 
Icctli.  In  April,  1915,  tbe  ])atient  discovered  that  he  was  running  a  tempera- 
ture ran]2;ing  as  high  as  100-  and  101°  each  day.  At  one  time  it  registered 
UW.  Examination  of  the  blood  showed  a  leucoeytosis  of  14,000.  During  this 
lime  he  develoj.ed  a  severe  persistent  arthritis  in  the  instep  of  the  left  foot, 
nhich  came  on  spontaneously  and  was  not  the  result  of  traumatism.  There 
ivere  no  other  rheumatic  symptoms.  This  condition  continued  without  abate- 
ment until  June,  when  the  tonsils  were  removed,  after  which  there  was  a 
,','radual  subsidence  of  the  temperature  and  disappearance  of  the  leucoeytosis. 

The  patient  was  seen  again  Dec.  6,  1916,  complaining  of  increasing  annoy- 
imce  from  the  tinnitus  in  the  left  ear  and  from  beginning  tinnitus  in  the  right. 
His  general  condition  at  this  time  was  good  and  the  arthritis  had  practically 
disappeared.  The  functional  examination  of  the  ears  was  carefully  gone  over. 
There  was  a  distinct  shortening  of  bone  conduction  and  the  Einne  was  positive 
in  both  ears.  The  Gallon  whistle  was  heard  at  six  in  the  right  and  25  in  the 
left  ear.  There  had  been  at  no  time  any  symptom  of  vertigo,  yet  the  nystag- 
mus after  rotation  to  the  right  lasted  but  nine  seconds  and  after  rotation  to 
the  left  but  six  seconds  and  was  very  weak.  The  past  pointing  after  rotation 
to  both  the  right  and  left  was  still  present  but  very  slight. 

In  this  case  the  chief  symptom  was  the  insidious  development  of  nerve 
deafness,  which  became  quite  extensive  in  the  left  ear.  Tinnitus  developed 
after  an  acute  infection  only  after  the  condition  had  been  present  several 
years.  At  no  time  was  there  any  vertigo,  yet  the  examination  disclosed  a  very 
marked  degeneration  of  the  vestibular  nerve  in  each  ear.  The  patient's  general 
condition  remained  good  except  for  a  period  of  several  months  in  1915,  when 
he  was  running  a  temperature.  There  was  no  history  of  syphilis  and  the 
\Va.=sermann  test  was  entirely  negative.  The  patient  has  suffered  from  no 
infectious  fever  but  he  did  suffer  from  di.stinct  evidence  of  a  systemic  infection, 
as  shown  by  the  protracted  rise  in  temperature,  the  leucoeytosis  and  the 
arthiitis.  It  seems  logical  to  assume  that  the  same  cause  was  responsible 
for  the  degenerative  neuritis  which  involved  both  branches  of  the  eighth  nerve. 

A  thiid  case  is  one  where  the  neuritis  of  the  8th  nerve  followed  distinctly 
from  an  attack  of  acute  tonsillitis.  The  case  is  briefly  as  follows:  Mrs.  H., 
aged  34,  consulted  me  Jlay  15,  1917,  especially  because  of  vertigo  and  deaf- 
ness. She  gave  the  following  history  of  the  onset  of  her  trouble:  Two  weeks 
ago  she  contracted  a  severe  tonsillitis  on  the  left  side,  which  developed  with 
white  patches.  Xo  cultures  a])pear  to  have  been  made.  She  suffered  from 
severe  heailache  for  three  or  four  days.  During  this  time  she  developed  facial 
paralysis  on  the  left  side  and  huskine.ss  of  the  voice,  which  examination  showed 
was  due  to  jiaralysis  of  the  left  vocal  cord.  At  the  same  time  she  began  to 
sufftr  from  slight  tinnitus  in  the  left  ear,  which  resembled  the  noise  of  a  sea 
shell  and  was  associated  with  a  defect  in  the  hearing  and  intense  vertigo,  with 
nausea  and  vomiting. 

When  she  consulted  me  I  found  the  facial  paralysis  was  still  practically 
c<>m|ilete  on  the  left  side  and  the  left  vocal  cord  was  immovable.  Drum 
membranes  were  quite  normal.  Transillumination  of  the  mastoid  showed  normal 
condition  both  sides.  Functional  examination  showed  the  hearing  in  the  right 
ear  to  be  entirely  normal.     In  the  left  ear  the  whispered  voice  was  heard  only 
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close  to  tbe  ear  and  it  might  easily  have  been  perceived  by  the  oiiposite  ear. 
The  hearing  for  the  C  fork,  64  d.  v.,  was  only  slightly  shortened  in  the  left 
ear.  The  Weber  was  lateralised  to  the  right.  The  Kinne  test  was  positive 
in  both  ears.  The  hearing  for  the  C4  fork  was  only  slightly  shortened  in  the 
left  ear.  while  the  hearing  for  the  Galton  whistle  was  but  slightly  shortened 
at  the  upper  limit.  A  striking  iieculiarity  in  the  hearing  of  the  left  ear  for 
all  the  tuning  forks  was  that  they  were  heard  distinctly  as  at  least  an  octave 
higher  in  the  left  ear  than  in  the  right  and  this  applied  to  the  Galton  whistle 
as  well.  The  Romberg  was  positive,  the  patient  falling  to  the  left.  There  was 
a  s])<)utaueous  rotatory  nystagmus,  which  still  persisted  especially  strong  on 
turning  the  eyes  toward  the  left,  but  disappeared  entirely  on  looking  to  the 
right.  Spontaneous  pointing  showed  slight  deviation  to  the  left.  Xystagmus 
after  rotation  to  the  right  was  very  weak  and  lasted  but  seven  seconds;  to  the 
left  was  (juite  strong  but  disapjjeared  in  aliout  twenty  seconds.  Caloric 
stinuilation  produced  no  response  in  the  left  ear  but  normal  response  in  the 
right  ear. 

Diti)iiiosis.  Peripheral  toxic  neuritis,  as  the  result  of  tonsil  infection  involv- 
ing the  eighth  nerve,  the  seventh  nerve,  and  responsible  for  paralysis  of  the 
left  vocal  conl.  The  case  was  examined  carefully  by  Dr.  Thor  Rothstein,  a 
neurologist,  who  arrived  at  the  same  conclusion. 

The  last  cas-e  to  which  I  will  refer  was  a  Mrs.  K.,  aged  61,  who  consulted  me 
in  May.  1917,  becan.^e  of  roaring,  tinnitus  aurium,  deafness  and  attacks  of 
vertigo,  which  develo]  ed  suddenly  January  last.  She  has  had  a  number  of 
attacks  in  which  the  vertigo  is  associated  with  nausea  and  vomiting.  The 
patient  has  1  een  suli.ject  to  recurring  tonsillitis  for  many  years.  The  tonsils 
were  foimd  to  be  enlarged,  congested,  cryj)ts  filled  with  cheesy  deposits,  in 
other  words  the  .seat  of  a  chronic  infection. 

In  the  functional  examination  the  whispered  voice  was  heard  normally  in 
the  right  ear;  in  the  left  ear  there  was  a  distinct  shortening  for  66,  but  not  for 
IS.  Weber  was  not  lateraliied.  Schwabach  test  showed  distinct  shortening  of 
bone  conduction.  The  Rinne  was  positive  in  both  ears.  The  C  fork,  64  d.  v., 
was  heard  normally  in  the  right  ear  and  only  slightly  shortened  in  the  left. 
The  same  was  true  for  the  C'4  fork.  The  Galton  whistle  showed  a  distinct 
defect  at  the  upper  end  of  the  tone  scale,  involving  both  ears.  Examination 
of  the  vestibular  apparatus  showed  spontaneous  pointing  normal.  There  was 
no  sjioutaneous  nystagmus  when  the  patient  was  examined.  Rotating  the 
patient  to  the  right  developed  a  nystagmus  which  was  very  strong  with  rapid 
movements  and  which  lasted  .'?2  seconds.  Rotation  to  the  left  develoi>ed  a 
nystagmus  which  was  very  weak  and  lasted  only  16  seconds.  In  this  case  there 
is  a|)parently  a  neuritis  involving  both  sides  but  with  the  cochlear  nerve  more 
involved  on  the  left  side  and  the  vestibular  nerve  more  invohed  on  the  right. 

DISCUSSION. 

I>r.  Max  A.  (Joldstein.  St.  Louis.  Mo.,  thought  the  consensus  of  oiiin- 
ion  very  well  retlected  in  the  two  pa|)ers,  leaving  very  little  room  tor 
difference  of  opinion  save  concerning  minor  points.  He  took  issue  with 
Dr.  Emerson  as  to  the  nomenclature  and  the  term  chronic  progressive 
middle  ear  deafness.  The  functional  tests  now  availal)le  made  it  pos- 
sible to  differentiate  l)etween  chronic  catarrhal  and  chronic  otoscler- 
otic  processes.  Focal  processes  in  the  middle  ear  could  be  reached 
from  the  nasopharyngeal  end  of  the  tul)e.     The  treatment  of  otoscler- 
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osis  in  any  stage  showed  little  if  any  definite  effect  so  far  as  the  end 
results  were  concerned.  He  doubted  if  suflicient  progress  had  been 
made  with  i-eference  to  the  spongifying  process  or  fixed  end  of  the 
stapes  to  say  anything  about  ther;i))y.  However  discouraging  it  mi.ght 
be,  the  fact  remained  that  very  little  value  could  be  attached  to  any 
form  of  treatment  in  clearly  defined,  clinically  differentiated  otoscleio- 
sis.  He  could  not  refrain,  in  the  light  of  this  doubtful  state  of  af- 
fairs, from  emphasizing  the  importance  of  giving  attention  to  the  edu- 
cation of  the  itatient  in  efficient  lip  reading. 

Dr.  Hanaii  W.  Loeb,  St.  Louis  Mo.,  concurred  in  what  Dr.  Shaml)augU 
had  said  concerning  the  likelihood  of  a  focal  origin  of  these  obscure 
symptoms,  which  might  l)e  called  vertiginous  symptoms,  so  often 
referred  to  the  labyrinth.  Abscess  at  the  roots  of  the  teeth,  in  his 
opinion,  was  more  aiit  to  lie  the  cause  than  infection  of  the  tonsils. 
He  had  had  several  cases  of  this  type.  In  one  the  seventh  nerve  was 
affected,  with  spontaneous  nystagmus  and  deafness.  Facial  paralysis, 
nystagmus  and  tlien  deafness,  was  the  order  of  disappearance  of  symp- 
toms. The  teeth  were  the  cause  in  this  case.  The  subject  presented 
by  Dr.  Shambaugh  was  a  very  important  one,  and  would  doubtless,  in 
time,  help  to  clear  up  the  cause  of  Meniere's  disease,  disturljances  of 
the  eighth  nerve,   and  other  obscure  conditions. 

Dr.  Henry  Horn,  San  F'rancisco,  Cal..  thought  it  quite  significant  that 
the  two  essays  were  grouped  together  for  discussion.  He  ventured  to 
prognosticate  that  within  five  years  the  condition  considered  by  Dr. 
Emerson,  otosclerosis,  and  all  other  middle  ear  affections,  would  no 
longer  persist  as  clinical  entities.  The  trend  of  opinion  was  leading 
more  and  more  clearly  to  the  conclusion  that  middle  ear  disease  is 
always  accompanied  by  more  or  less  involvement  of  the  laliyrinth. 
The  examination  of  recruits  for  the  aviation  service  would  give  oto- 
logists an  oi)portunity  to  examine  an  enormous  numlier  of  normal 
individuals  in  an  absolutely  uniform  and  methodical  manner.  The 
conditions  under  discussion  had  been  obscure  because  of  the  lack  of  a 
methodical  mannei-  of  making  the  tests.  The  diagnosis,  therefore,  had 
been  largely  a  matter  of  the  examiner's  personal  equation.  It  had  been 
lirought  out  recently,  in  Philadelphia,  that  a  large  numlier  of  otherwise 
absolutely  normal  individuals  had  some  involvement  of  labyrinth.  The 
conclusion  would  finally  be  reached  that  focal  infection  is  the  cause  of 
everyone  of  these  diseases. 

Dr.  Georjje  \V.  Mackenzie,  Philadelphia,  Pa.,  directed  attention  to  the 
fact  that  there  might  be  quite  a  number  of  conditions  referable  to  the 
ear  that  might  cause  tinnitis,  vertigo,  nystagmus  and  equilibrium  dis- 
turliance — (a)  congestion  of  the  interna!  ear  manifested  l)y  increased 
nystagmus  to  the  side  of  the  lesion,  together  with  vertigo  and  past- 
pointing:  (1))  there  might  be  also  a  plastic  condition  secondary  to 
chronic  middle  ear  suppuration;  (c)  a  sjiongifying  process  might,  in 
its  turn,  invade  the  osseous  labyrinth;  (d)  laljyrinthitis  of  the  circum- 
scribed or  diffuse  type:  (e)  nerve  lesions  following  infectious  fevers, — 
the  post-infectious  type  of  neuritis;  (f)  a  granulomatous  inflammation: 
(g)  toxic  inflammation  due  to  lead,  alcohol,  etc.:  (hi  retro-labyrinthine 
inflammation  leading  to  primary  atrophy,  in  syphilis;  (il  neuritis,  of 
the  so-called  refrigeratory  type  from  a  draft  of  cold,  damp  air.  Cases 
of  this  type  had  been  studied  microscopically,  and  a  round-celled 
infiltration  found,  but  w'ithout  microorganisms.  Doubtless  many  of 
the  cases  reported  really  came  within  this  class.  By  what  test  could 
one  differentiate  between  a  lesion  in  the  nerve  and  one  in  the  internal 
ear  during  life?  The  galvanic  test  was  the  one  only  test  for  tho 
differentiation  between  inner  ear  and  nerve  lesions. 

Dr.  Emerson,  in  closing  the  discussion,  said  he  had  tried  to  define 
the  type  of  middle  ear  under  discussion,  stating  that  in  this  type  there 
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was  no  change  in  bone  conduction,  in  tlie  promontory,  or  in  tlie  low 
notes,  and  that  they  were  therefore  in  the  category  of  cases  of  chronic 
secretory  otitis  media. 

Dr.  Shanibaiigh,  in  closing  the  discussion,  said  that  otologists  were 
fairly  well  satisfied  as  regards  the  treatment  of  the  suppurative  cases 
of  chronic  otitis  media,  but  these  formed  only  a  small  part  of  the 
chronic  middle  ear  cases.  The  treatment  of  the  non-suppurative  cases 
through  the  Eustachian  tulie  accomplished  much  more  for  the  acute 
and  sub-acute  conditions  than  it  did  for  the  chronic  cases.  Long  con- 
tinued treatment  of  a  chronic  case  via  the  tub^,  that  is  liy  inflation, 
not  infrequently  resulted  in  a  permanent  injury  due  to  over-stretching 
of  the  drum  membrane.  It  was  m.uch  more  important  that  a  careful 
search  lie  made  for  the  foci  of  infection  in  the  upper  respiratory  tract 
which  acted  as  the  underlying  cause  for  the  changes  in  the  middle  ear. 

In  cases  of  otosclerosis  heredity  seemed  to  play  a  very  imijortant 
part,  and  yet  an'  inherited  tendency  to  this  condition  might  remain 
latent  in  an  individual  until  it  was  stimulated  and  brought  out  l)y 
some  infection.  An  analogous  condition  was  seen  in  cases  of  chronic 
arthritis  deformans.  There  appeared  to  be  not  infrequently  a  heredi- 
tary tendency  and  yet  the  process  was  undoubtedly  stimulated  into 
activity  1:iy  some  focus  of  infection. 


SURGICAL  PATHOLOGY  OF  THE  :\L\STOID. 

Hly    JOSEPH   C.    r.KCK,   M.   D.,   Chicago,   111. 

Tlie  surgieal  pathology  or  more  correctly  the  pathological 
anatomy  of  the  mastoid  process  takes  into  consideration  only  a 
definite  anatomical  area  althongh  this  is  probably  never  solely 
involved.  Usually  the  middle  ear  and  at  times  the  internal  ear 
arQ  associated  in  the  pathological  process.  Neither  of  these  later 
conditions  will  be  considered  in  this  paper. 

The  pathologic  changes  are  subdivided  in  the  first  jilace  into 
gross  or  macroscopic  and  minute,,  histologic  or  microscopic.  A 
further  division  is  absolutely  essential  and  that  is  acute,  chronic 
and  acute  exacerbation  of  a  chronic  disease.  The  anatomy  of  the 
mastoid  pi'ocess,  the  bacteriological  elements,  the  general  condi- 
tion of  the  patient  as  well  as  his  management  during  an  attack 
of  mastoid  disease  will  determine  the  pathological  changes.  The 
discussion  of  these  factors  are  not  within  the  title  of  this  paper, 
but  I  would  like  to  say  th'at  the  roentgenogram,  the  laboratory, 
the  medical  team-mate,  and  hospital  practice  will  go  a  long  way 
to  modify  these  pathological  changes. 

AtTTE  .Mastoiditis. 

Grona  t'lunujts.  I  have  divided  these  into  two  great  classes,  based 
upon  the  study  of  a  sufficii'nt  number  of  cases  operated  upon  and 
the  examination  of  ninety-si.\  microscopic  sections.  These  I  have 
designated  (a^  Cell  route  or  confluent  mastoiditis,  (b)  Vascular 
route  or  osteophlebitic  mastoiditis  of  Grunert. 

In  the  former  we  usually  find  an  external  fistula  over  the 
antrum  or  near  the  tip,  with  considerable  infiltration  of  the  perios- 
teum. The  bone  bleeds  easily  and  at  times  appears  darker  due 
to  edema,tous  and  engorged  mucous  membrane  under  the  thin 
cortex.  As  soon  as  the  latter  is  removed,  a  fair  quantity  of  pus 
escapes,  depending  upon  the  presence  of  a  fistula  and  the  tj'pe  of 
microorganism  present.  The  bleeding  is  usually  very  free  (to  a 
novice  it  may  appear  as  though  the  sinus  were  opened)  and  the 
lining,  membrane  usually  protrudes  through  the  opening  made. 
The  intercellular  septa  are  usually  broken  down  either  over  the 
antral  region  or  the  tip,  and  at  times  both.  Not  infreqiientl.v 
in  this  confluent  form  there  is  exposed  an  area  of  the  lateral  sinus, 
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digastric  fossa  or  dnra.  The  histologic  changes  in  these  struc- 
tures will  be  shown  later  by  means  of  micro-photography.  In  the 
vMscular  route  or  osteophlebitic  type  of  acute  mastoiditis,  we  hud 
macroscopically  the  tissues  overlying  the  cortex  very  little 
ciianged.  Tlie  latter  bleeds  very  little  if  any,  and  has  otherwise 
a  i'airly  nornuil  appearance.  On  opening  the  mastoid  we  find  the 
bone.  Iinwcvrr,  very  red.  There  is  little  or  no  pus  escaping. 
Tlu'  cells  are  well  preserved,  and  their  lining  mend)rane  is  not 
\r\-y  c'lliMiialous.  in  cdntradistinction  to  the  eel!  route  type  of 
inlVction.  The  ])reserved  iidercellular  sei)ta  on  close  inspection 
shows  the  marked  engorgement  spoken  of  above.  Only  in^  a 
later  stage,  in  which  a  possible  secondary  infection  takes  place, 
can  one  find  any  exposures  of  the  lateral  sinus,  although  the 
same  may  have  an  infection  about  it  or  within  it.  It  is  this  form 
of  mastoiditis  that  has  the  greatest  percentages  of  perisinus 
abscess  and  sinus  thrombosis  developing,  due  to  the  extension 
liy  the  venous  infection  from  the  bone.  The  same  is  true  as 
regard  the  erosion  of  the  other  vital  neighboring  areas,  such  as 
the  dura  of  the  cerebrum  or  cerebellum,  the  labyrinth,  the  facial 
canal  and  the  digastric  fossa.  The  histologic  changes  of  this 
type  of  affection  will  be  described  later,  liy  the  aid  of  mierophoto- 
graphs. 

CimoNic  ^Mastoid  Disease. 

Gross  Changes.  Prom  the  study  of  a  sufficiently  large  amount 
of  material  of  operated  cases,  and  the  subsequent  microscopic 
examination  of  particles  of  ma-stoid  bone  removed,  I  have  lieen 
able  to  identify  or  classify  the  changes  as  the  following: 

1.  Osteofibrosis  or  sclerosis. 

2.  Osteofibrosis  with  fistular  tracts. 

3.  Osteofibrosis,  fistular  tracts  and  cholesteatonmtons  infil- 
tration. 

4.  Osteofibrosis,  fistular  tracts,  cholesteatomatous  infiltration 
with  cavity  formation  containing  cholesteatomatous  masses. 

5.  Tuberculous  osteitis. 

6.  Syphilitic  osteitis. 

7.  Actinomycotic  osteitis. 

8.  Repairative  osteitis. 

!l.  Foreign  body  in  mastoid,  (a)  se(|uestruni,  (b)  any  pther 
substances. 

10.  Neoplasms,  (a)  Safconm,  (b)  Carcinoma,  (c)  l^^ndothe- 
lioma. 
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Gross  Pathdi^ooy. 

(1 )  Ostcofibrosis.  As  the  name  implies  the  mastoid  bone  is  eon- 
verted  into  a  more  or  less  solid  bone.  The  eortex  is  hard  and 
bleeds  very  little.  The  cells  are  conspicuous  by  their  absence 
and  oftentimes  not  a  single  cell  is  found  until  the  antrum  is 
reached.  If  any  cells  are  present,  they  are  very  small  and  are 
located  in  or  near  the  tip.  The  degree  of  sclerosis  depends  a 
great  deal  upon  the  form  of  mastoid,  whether  pneumatic  or 
dii)loic.  That  is  to  say,  that  in  the  latter  form  ostcofibrosis  is 
easier  and  more  complete  than  in  a  large  celled  mastoid.  The 
histologic  findings  of  most  of  the  chronic  conditions  described  in 
this  paper  will  be  .shown  later  by  means  of  microphotographs. 

(2)  Osteofibrosis  with  fi.stular  tracts.  Practically  the  same  find- 
ings are  encountered  as  in  the  preeetiing  form  except  that  a  few 
cells  are  met  with,  and  a  number  of  tracts  lined  M'ith  granulation 
tissue.  The  bleeding  is  also  more  pronounced.  In  these  eases 
there  is  frequently  found  an  exposure  over  the  promontory  of 
the  horizontal  canal  as  well  as  the  tegmen,  a  condition  well  to 
remember  in  the  acute  exacerbations,  as  causes  of  brain  abscess, 
meningitis  and  labyrinthitis.  The  facial  canal,  and  bony  lateral 
sinus  wall  and  other  portions  of  the  labyrinth  are  less  frequently 
the  seat  of  these  necrotic  areas.  These  localized  necrotic  areas 
are  usually  covered  with  granulations  and  it  is  considered  bad 
practice  to  remove  them  as  they  serve  as  protection  to  further 
septic  invasion. 

(3)  Ostcofibrosis,  fisluJar  irncts  aii<l  ihoUsUaioma.  Again  the 
same  pathological  changes  are  found  as  in  the  two  varieties 
previously  mentioned  and  in  many  cases  the  cholesteatomatous 
changes  are  not  possible  of  detection  grossly  in  the  mastoid,  but 
are  microscopically.  However  when  the  antrum,  aditus  and  attic 
are  exposed  by  operation  one  will  be  able  to  remove  a  consider- 
able mass  of  cholesteatomatous  material.  All  are  familiar  witli 
the  characteristics  of  these  masses,  but  they  can  be  further 
identified  gros.sly  by  the  Bruehl  test,  by  adding  a  few  drops  of 
chloroform  to  a  mass  when  it  will  tiu'n  a  yellowish  green 
(cholestrin).  The  microscope  will  always  demonstrate  the 
characteristic  crippled  epithelial  cells. 

(4)  Ostcofibrosis  fistular  tracts,  choJesteatoma  with  cavitij 
formation.  The  cavity  that  is  found  in  these  cases  varies  in  size 
from  that  of  a  small  marble  to  the  size  of  the  mastoid  process 
and  extends  in  some  eases  bej'ond  its  confines.     The  location  of 
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this  cavity  may  lu'  at  tlu-  tip,  over  the  aiitnmi  or  roiitiiuions 
with  the  attic  to  the  aiitruiii,  the  socalicil  siioiitaiicous  radii-al 
iiiastoitl  opcratiou.  J'l'essure  atropliy  of  tiic  hone  due  to  the 
eoiitimious  forniatioii  of  epithelium  in  layers  like  an  onion,  2)his 
tlie  necrosis  due  to  the  infection  is  the  explanation  of  this  yavity 
foi'mation.  These  masses  ofteu  eoutain  particles  of  necrotic  bone 
(bone  dust).  The  cavity  itself  is  lined  by  a  glistening  membrane 
known  as  the  matrix  from  which  the  new  epithelial  cells  form. 
This  matrix  is  not  a  nnu-ons  membrane  or  skin,  not  even  an 
ei)ithelial  cicatrix. 

{'))  TuhDxuIous  osti  His  (if  till  }iiii^t,ii(l.  (irossly,  this  condition 
cannot  be  identified,  excejit  that  it  may  be  suspected  when  the 
tistidar  tract  formation  is  very  marked,  even  finding  one  or  more 
on  the  cortex,  whicii  is  unconnuou  in  other  forms  of  chronic 
otorrhea.  Again  there  are  often  softened  areas  of  consideraiile 
size  surrounded  by  very  dense  bone.  Granulations  are  also  more 
numerous  throughout  the  mastoid  process.  Actual  collections  of. 
pus  are  present  in  which,  however,  I  have  never  found  the  bacillus 
tuberculosis. 

(6)  Sjiphititic  (txfiitix  (if  till  iiiasf'iid.  This  is  as  a  rule  a 
sclerosed  process  but  not  ebiirnated.  At  times  it  is  entirely 
softened  containing  se((uestra  of  consiilerable  size.  The  granula- 
tions surrounding  such  a  sequestrum  are  large  and  flabby  and 
do  not  bleed  very  nmch.  The  tliree  cases  of  this  type  which  I 
have  identified  with  sidisequent  microscopic  examination  all  had 
the  characteristic  of  having  very  little  calcareous  niatei'ial  re- 
maining in  the  bone. 

(7)  Actijioniycosis  nf  llu  iiy/shjid.  Two  cases  of  this  on  record, 
one  by  ilajochi  and  the  other  I  had  the  pleasure  of  studying 
under  my  service  Avith  Prof.  Zaufal  and  the  pathologist  Prof. 
Chiari.  We  found  the  mastoid  bone  including  the  cortex  prac- 
tically riddled  with  fistulae  containing  thick  jius  in  which  there 
were  the  characteristic  yellowish  bodies  (actinomyces').  The 
bone  was  quite  soft  otherwise. 

(8)  Ecpniralivc  osfdtis  of  flu  maxtoid.  The  pathologic  [)rocess 
refers  to  the  reoperated  cases.  The  previously  exenterated  cavity 
is  either  filled  with  granulations,  cholesteatomata  or  both,  or  it 
is  lined  by  the  characteristic  epithelial  scar.  The  bone  of  these 
cavities  is  as  a  rule  very  hard  and  the  edges  or  margins  of  said 
cavit.\-  are  thickened  and  irregular.  It  always  appears  (especially 
if  one  does  the  reoperating  on  his  own  case)  as  though  the  bony 
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i-avity  was  miicli  smaller  than  when  it  was  made  at  the  previous 
operation.  Bleeding  is  verj'  free  from  these  granulations 
as  well  as  from  the  lione.  There  can  scarcely  be  a  description  of 
the  various  parts  of  the  mastoid  since  each  case  is  an  entity  of 
its  own. 

(9)  Foreign  botlij  in  niasto-id.  (a)  The  sequestrated  type  is.  ex- 
cept in  the  syphilitic  osteitis,  already  described,  most  frequentlj'  met 
with  in  children,  usually  the  result  of  an  incomplete  simple 
mastoid  operation,  especially  in  the  cell  route  or  confluent  variety 
of  mastoiditis.  These  sequestra  are  always  surrounded  by  some- 
what healthy  granulations,  bleeding  vei*y  freely.  The  sequestrum 
is  usually  very  easily  dislodged,  is  irregular  in  shape  and  has 
the  appearance  of  being  the  axial  part  of  several  mastoid  cells. 
At  times  these  sequestra  are  very  small,  flat,  with  very  pointed 
extremities,  (b)  As  to  other  foreign  bodies,  they  may  be,  shots, 
bullets,  shell  fragments,  parts  of  instruments,  such  as  gouges, 
knife  and  scissor  blades.  Surrounding  such  foreign  body  is 
usually  an  infected  area  with  or  without  granulations,  depending 
upon  the  length  of  time  that  the  foreign  body  has  been  in  tlie 
mastoid. 

(10)  Xeoplasms  of  meistoi'l.  I  liave  had  all  the  three  varieties, 
sarcoma,  carcinoma  and  endothelioma,  but  they  were  always  the 
results  of  these  growths  in  the  vicinity  of  the  mastoid.  In  the 
case  of  sarcoma,  it  was  a  retromaxillary  tumor  that  finally 
involved  the  mastoid  process.  In  the  carcinoma,  it  was  the  result 
of  a  progressive  epithelionja  of  the  external  ear,  and  in  the  ease 
of  endothelioma  it  followed  a  primary  growth  of  that  nature  from 
the  middle  ear.  The  gross  pathology  was  that  of  a  malignant 
disease  of  bone  anywhere  in  the  body,  except  that  it  was  com- 
plicated by  secondary  infection.  The  microscopic  changes  are 
also  those  characteristic  of  sarcoma,  carcinoma  and  endothelioma. 
The  tyjie  of  endothelioma  in  this  particular  case  was  endovascular. 
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Fig-.   1.     Cell    route    infection.      Three    cells   have    coalesced 
and    filled    up    witli    pus    and    edematous    lining    membrane. 
Tlie    greater    portion    of    tlie    bone    is    necrosed 
portion     is     fairly     well     preserved     bone         •* 
inllanimed. 


Fig-  '  Cell  ri>uu-  uii»il...ii.  ii,iw.wl.>  every  cell  i.-: 
niled  up  with  edematous  material  and  pus.  The  bone 
is   Involved  in  a  cloudy  swelling  but  not  necrosed. 


iSUlUilCAL     l-ATHnLiJUY    i  >K    THR     M.\HT<ill> 


I'lK.  3.  fill  route  infection.  Practicallv  tlie 
(Manges  as  in  Fig.  2  only  more  advanced  in  the  coalc 
witli   cells   filled   with   pyogenic   material. 


Fig.  4.  Cell  route 
necrosis  and  abscess 
here  and   there. 


infection.     Starkedly   advanced   case   of 
formation,   only   a   sliver   of  bone   left 
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i    of    the    interior    of    mastoid 
bone    is    neerobiotic    probably 


teoplilebitic    infectio!i.      Tin 

mptv.      Tlie    bone    is    liiglil> 

spots     all     through     tlic 
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Fit:.   7.      Vascular    route    iir    osteoplilebitie    infectiun.      Tin 
same   process  as   in   Fia'.   fi   only   tlie  hone   is  more  necrosed. 


Fig.  S.  Osteotibrosis.  Th 
tissue.  Tliere  is  no  eviile 
structure,    or   necrosis. 
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FiK.   9.     Oslfofilnosis    with    fii^tulaf    fornui 
i-\idp!iees    of    necrosis    witli    tracks    lined    with 
and   pyogenic  material. 


SfllfilCAL     PATHiiLOOT     OF     THK     ifASTOID.  f^J 


Fig:,  lu  a  antl  b.  Osteofibrosis,  fistulous  tracts  and  cliolestea- 
tomatous  infilliation.  Tlie  epitlielial  masses  have  a  center 
of    pus    aufl    sliow   the    spreatling"  of  tlie    scarred   bone. 
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Fig.  11.  Tuberculous  osteitis  Willi  fistulae.  The  infecteil 
area  is  surrounded  with  subacute  swollen  bone.  The  center 
shows  evidences  of  caseation. 


Fig-.   12.     Syphilitic    osteitis.      Tlie    bone    is    soft    in    an 
and   fibrous  in  other  places. 
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Fi^.  i;i  a  And  h.  Repairative  u>?teitis.  At  the  margin  is 
seen  fairly  healtliy  spicules  of  bone  from  which  is  seen  young 
osteogenic  structures  loosely  arranged  "with  a  large  number 
of   small    capillary    vessels. 


84 


J.    C.    BECK. 


Fis.  U.  Si-iiUf.'^lial  ii.-^UUis.  Tlu-  cliaraeteiistics  of  tli-ad 
bune  Willi  a  surt  of  a  worm  eaten  appearance.  About  the 
margin  is  seen  a  fi-ail  gi-anulation  tissue  and  the  jagged 
eclg:es  are  very  characteristic. 


po 


Fig'.    15.      Simple     granuloma     of    an 
pillielial    mass. 

Tlie     arrangement     of     the     epithelium     i 
bility  of  cholesteatomatous  formalion. 
ssue   is  as  any  other  of  that   type. 
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Fis.  16.  Epidermal  scai 
cavity. 

Tlie  conspicuou.s  absenci 
resemblance    to    true    skin. 


blood     vessel 
A    much    attenuated    epitlielial 


layer  upon   a   firm  scar  is  all  that  can  be  seen.      The  upper- 
most   top    layer    of   epidei-mic    is    necrobiotic. 
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DISCUSSION. 


DISCUSSION. 


Dr.  Geors'e  K.  Slianibaugh,  Chicago,  111.,  enipUasized  tlie  point 
brought  out  in  this  paper  of  Dr.  Beck's  that  in  suppurative  conditions 
which  involved  the  mastoid  the  changes  in  the  bone  were  not  alwa.vs 
the  same.  The  clinical  problem  which  confronted  one  in  the  various 
cases  of  suppurative  otitis  media  was  quite  varied.  In  the  acute  cases 
not  infrequently  there  was  no  external  evidence  pointing  toward  a 
dangerous  mastoid  condition,  and  the  indication  for  interference  was 
based  largely  upon  the  presence  of  such  symptoms  as  pain.  In  other 
cases  one  saw  very  marked  external  evidences  of  a  mastoiditis,  such 
as  alterations  of  the  outer  surface  of  the  mastoid,  where  one  was  quite 
justified  in  deferring  operative  measures  and  where  the  condition  got 
well  spontaneously.  He  had  gathered  the  impression  that  cases  of 
acute  mastoiditis  were  handled  quite  differently  in  different  parts  of 
the  country.  In  some  places  there  seemed  to  be  a  more  or  less  general 
tendency  toward  early  interference  where  there  was  the  slightest  evi- 
dence of  a  mastoiditis.  If  there  was  one  fact  that  was  established  in 
otology  it  was  this:  that  external  evidence  of  a  mastoiditis  is  not  in 
itself  a  positive  indication  for  operative  interference.  Take,  for 
example,  the  mastoid  reaction  which  one  observed  so  frequently, 
especially  in  children  in  the  early  stages  of  an  otitis  media,  before  the 
drum  membrane  was  ruptured.  Here  one  could  have  the  auricle 
pushed  away  from  the  side  of  the  head  from  edema  and  yet  in  the  vast 
majority  of  these  cases  an  incision  of  the  drum  membrane  was  all  that 
was  required. 

In  chronic  suppurative  otitis  media  one  was  confronted  again  with 
the  question,  which  was  not  always  easily  determined,  whether  the 
situation  was  one  which  required  surgical  measures  or  whether  it  was 
one  which  could  be  safely  treated  locally.  The  experienced  otologist 
had  today  little  difhculty  in  differentiating  between  these  two  types, 
and  the  fact  that  this  differentiation  could  be  made  obviated  the 
necessity  of  operating  unnecessarily  on  a  great  many  lienign  cases  of 
chronic  otitis  media. 

Dr.  George  AV.  Mackenzie,  Philadelphia,  Pa.,  had  been  particularly 
interested  in  the  fibrosis  or  sclerosis  cases.  It  was  surprising  to  find 
how  small  the  antrum  and  how  hard  the  mastoid  was  in  cases  of 
chronic  middle  ear  suppuration.  When  healing  failed  to  take  place 
in  ac\ite  middle  ear  sujjpuration,  one  thought  of  some  obstructive  or 
inflammatory  condition  in  the  nose,  a  complication  in  the  tube,  or  in 
the  oropharynx.  In  another  class  of  cases  the  condition  tended  to 
become  chronic  after  the  correction  of  these  faults.  In  those  cases  it 
was  well  to  look  for  trouble  in  the  mastoid.  The  worst  cases  of  mas- 
toiditis were  those  in  which,  anatomically,  the  external  cortical  layer 
was  very  thick.  When  the  suppurative  condition  was  found  behind 
the  aditus  ad  antrum  it  could  not  be  reached  by  the  anterior  route: 
it  was  then  necessary  to  employ  the  posterior  operation  by  way  of 
mastoid  operation. 

Dr.  Berk,  in  closing  the  discussion,  said  most  of  the  cases  were  of 
the  osteo-fibrotic  type.  These  cases,  examined  i)ost-operatively,  showed 
no  trouble  in  healing.  Osteo-fibrosis  was  present  in  practically  all  of 
them,  but  the  process  Should  be  classified  as  to  whether  it  was  tuber- 
culosis, syphilis,  or  what  not. 


THE  XEW  USEFULNESS  OF  OTOLOGY. 

Uy  EUGKXE  RICHARDS  LEWIS,  JE.  D.,  Dubuque,  Iowa. 

Otolog.v  today  find.s  itself  in  position  to  render  services 
analogous  to  those  which  have  brought  merited  recognition  to 
ophthalmology.  Aside  from  relieving  ills  strictly  confined  to  the 
ocular  tissues  themselves, — refractive  errors,  muscle  imbalance, 
cataract  and  the  like — ophthalmology  is  requisitioned  b.y  men  in 
other  fields  of  medicine  for  valuable  information  concerning 
intracranial  conditions,  renal  and  vascular  disease,  metabolic 
disturbances  and  various  intoxications.  As  a  result  of  this  sort 
of  .service  ophthalmology  has  for  years  taken  its  proper  place 
among  the  men  in  general  medicine. 

How  about  otology? 

Does  the  internist  turn  to  otology  for  accurate  diagnosis  of 
vertigo?  Does  the  neurologist  catalog  among  his  stock  de- 
pendabilities the  accurate  data  otologj'  can  furnish  concerning 
the  YIII  nerve  and  its  intracranial  connections?  Does  the 
general  surgeon  liefore  ojieration  eliminate  by  exclusion  the 
toxic  labyrinthitis  whose  symptoms  may  simulate  obscure  gall- 
bladder disease?  Does  tlte  ci-anial  surgeon  avail  himself  of  the 
additional  aid  offered  liy  tistiug  out  certain  pathwa.vs  by  ear 
stimulation  in  determining  the  opcnibilily  of  intracranial  new 
growths?  Does  the  syphilologist  use  the  (piantitative  determina- 
tion of  responses  to  YIII  nerve  stimulation  in  diagnosing  earlj' 
luetic  involvement  of  tlie  central  nervous  .system  .' 

They  do  not. 

They  are  all  agreed  as  far  as  tlie  ear  is  concerned  that  it  is 
an  organ  to  be  heard  irilli :  they  must  be  brought  to  realize  that 
the  time  has  come  wlien  the  ear  is  also  to  be  heard  from.  Today 
we  see  the  internist  and  the  surgeon  awaiting  the  report  of  the 
opiithalraologist.  Tomorrow  they  will  await  the  report  of  the 
otologist  as  well. 

The  integrity  of  the  vestibular  apparatus  is  susceptible  of  such 
precise  determination  that  the  infoi'mation  derived  from  ear 
examination  even  surpasses  that  obtainable  from  the  eye.  There 
is  much  of  otology  not  yet  understood,  but  there  is  so  much  that 
we  do  understand  sujjicienfly  to  put  it  to  good  use.  that  it  behooves  us 
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all  as  otologists  to  apply  ourselves  to  the  work  of  disseminating 
this  new  usefulness  to  the  utmost. 

Jones  and  his  associates  have  shown  definitely  that  there  are 
separate  and  distinct  paths  from  the  horizontal  and  from  the 
vertical  end-organs  to  the  same  brain  centers.  Impulses  from  tlie 
liorizontal  end-organ  traverse  the  VIII  nerve  to  the  medulla 
where  the  pathway  divides,  one  branch  going  to  the  center  for 
sensing  motion  in  the  cerebrum,  the  other  branch  going  to  the 
eye-muscles.  Their  arrival  is  signalized  in  the  cerebral  center 
for  perception  of  motion  by  consciousness  of  motion ;  in  the  eye- 
nuiscles,  by  a  pulling  of  the  eyes  to  one  side.  Therefore,  if  on 
applying  a  stimulus,  the  proper  perception  of  motion  and  pulling 
of  the  eyes  result,  we  can  say  definitely  that  that  line  is  in 
working  order,  just  as  can  the  tester  on  a  telephone  line.  The 
same  is  true  of  the  vertical  canals. 

In  applying  the  ordinary  tests,  caloric  or  turning,  to  a  normal 
case,  the  first  result  of  stimulation  is  a  false  sense  of  turning 
which  is  called  "vertigo."  Seated  quietly  in  a  turning-chair 
with  "closed  eyes  there  is  no  disturbance  of  endol>inph  quiescence 
and  the  infoi»uation  reaching  the  brain  from  the  end-organs 
notifies  the  individual  that  he  is  still.  Now  on  revolving  the 
chair  to  the  right,  the  canals  turning  and  the  fluid  within  lagging 
by  reason  of  inertia,  interaction  between  cupola  and  hairs  of  the 
end-organs  occurs,  discharging  impulses  to  the  brain  which  bring 
to  it  the  information  that  the  individual  is  turning  to  the  right. 
As  the  turning  continues  the  fluid  also  gradvially  takes  up  the 
motion,  and  before  long  the  canals  and  the  fluid  are  in  motion 
at  the  same  rate  of  speed.  At  this  state  there  is  no  discrepancy 
between  the  motions  of  the  canals  and  the  fluid,  nor  was  there 
any  discrepancy  between  these  two  Avhen  both  M"ere  still  prior 
to  the  turning.  The  information  reaching  the  brain  at  this  stage 
is  the  same,  therefore,  as  when  both  were  still  prior  to  the 
turning,  namely,  that  the  subject  of  the  turning  is  still  again, 
althoiKjh  tJiis  is  not  the  fact.  Now  if  the  turning  be  suddenly 
stopped  the  fluid  continues  flowing  in  the  same  direction,  again 
stimulating  the  end-organs,  but  in  the  opposite  manner,  and  the 
brain  receives  the  information  that  the  body  is  again  turning, 
but  this  time  in  the  opposite  direction,  namely,  to  the  left.  This 
also  is  not  in  accord  with  fact.  The  information  received  by  the 
brain  at  the  beginning  of  turning  was  not  vertigo  because  it  was 
normal  sensing  of  motion,  exactly  in  accord  witli  fact.    Tlie  subse- 
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quent  information  ivas  vertigo  because  it  was  sensation  of  motion  iwl 
in  accord  with  fact.  Therein  lies  the  only  dififerenee  between 
normal  sensing  of  motion  and  vertigo. 

There  are  several  ways  in  which  vertigo  can  lie  tested  and 
comparatively  measured.  The  one  usually  employed  is  tlu; 
pointing  test.  With  e\es  elosed,  the  normal  individual  can 
touch  a  fixed  object  with  miy  convenient  portion  of  liis  extremi- 
ties, such  as  the  index  finger,  the  great  toe,  the  forehead, 
withdraw  as  far  from  the  ob.iect  touched  as  possible  and  go  back 
and  touch  this  object  again,  without  the  guidance  of  vision.  For 
convenience  let  us  consider  only  finger  pointing.  The  examiner's 
index  finger  is  touched  by  the  subject,  or  let  us  say  by  you,  with 
closed  eyes.  You  then  raise  your  arm  high,  and  go  back  to  find 
the  examiner's  finger  again.  You  will  experience  no  difficulty 
in  finding  it,  guided  by  your  memory  of  where  it  was  before  the 
arm  was  raised.  If  this  is  attempted  after  turning,  during  the  stage 
of  vertigo,  your  finger  will  not  find  the  examiner's  finger  but  will 
reach  out  where  you  thinl;  it  is.  As  we  have  seen,  the  brain  is  re- 
ceiving the  information  that  you  are  turning  to  the  left,  so  you  will 
think  you  have  turned  way  past  where  the  examiner's  finger  teas 
when  you  lifted  your  finger  off  of  it,  and  you  will  "past-point" 
to  the  right.  The  reverse  of  this  of  course  is  your  experience 
when  you  have  been  turned   in   the  opposite   direction. 

Another  test  of  vertigo  is  the  fall  tendency.  Feeling  you  are 
falling  to  the  right  (when  you  nri  imt)  naturally  causes  involuu 
tary  pull  to  the  opposite  side  to  counteract  the  falling  you  feel. 
The  result  is  a  fall  to  the  left;  similarly,  feeling  you  are  going 
forward,  you  fall  backward,  as  the  result  of  involuntary  com- 
pensation. Thus  does  tlie  fall  tendency  furnish  accurate 
information  concerning  vertigo. 

Now  to  consider  the  other  effect  of  vestil)ular  stimulation, 
nystagmus.  The  impulses  from  the  horizontals  cause  the  eyes 
to  be  pulled  to  one  side  in  the  horizontal  plane,  those  from  the 
verticals  ])nlling  the  eyes  to  one  side  in  the  vertical  plane.  During 
full  anesthesia  this  pull  is  manifest,  whereas  obviously  the  other 
motor  phenomena  connected  with  these  tests  are  not — namely, 
past-pointing  and  falling.  This  eye  movement  is  therefore 
the  one  and  only  movement  of  the  body  caused  by  impulses  from 
the  vestibular  end-organs.  Except  during  unconsciousness,  the 
pull  of  the  eyes  is  followed  by  a  cpiiek  jerk  in  the  opposite  direction, 
the  combination  of  the  pull  and  jerk  being  so-called  vestibular 
nystagmus. 
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Vertigo  and  nystagmus  are  the  only  direcl  responses  to  vestibular 
stimulation.  Unusual  stimulation,  however,  may  effect  the  X 
nui'leus,  resulting  in  nausea  and  vomiting.  In  certain  pathologic 
conditions  all  other  responses  may  be  absent,  yet  vomiting  prove 
tliat  end-organs  and  VIII  nerve  are  functionating. 

Not  only  careful  qualitative  observations  of  responses  are  neces- 
sary, as  to*  the  character,  horizontal,  vertical  or  rotary — and  the 
amplitude,  small  or  large,  but  quantitative  determinations  as  well, 
using  the  stop-watch  to  measure  the  eye  movements  following 
stimulation. 

By  using,  for  the  caloric  tests,  the  temperature  68°  the  same  in 
every  case,  and  for  turning  tests,  number  of  turns,  rate  of  speed, 
and  positions  of  head  always  the  same,  it  is  possible  to  standardize 
these  tests  to  such  a  point  that  observations  of  tests  repeated  on  the 
same  individual  give  results  showing  no  more  than  one  second  of 
variation,  placing  them  well  within  the  bounds  of  mathematical 
precision. 

What  practical  value  attaches  to  this  ncAv  work?  Last  week  I 
witnessed  the  rejection  of  otherwise  perfectly  adapted  applicants 
for  aviation  service  because  of  hyper-phoria,  which  would  render 
probable  in  fatigue  a  false  projection  of  the  terrain  in  making  a 
landing  after  flight,  with  obviously  dire  consequences.  I  also  wit- 
nessed the  rejection  of  otherwise  equally  desirable  material  for 
aviators  because  of  subnormal  sense  of  balance  detected  by  these 
tests.  An  individual  who  has  an  impaired  vestibular  apparatus 
may  be  able  to  accomplish  ordinary  locomotion  incidental  to  the 
course  of  everyday  life  with  little  recognizable  inability.  But  jnit 
him  in  water  whose  buoyancy  counteracts  the  effects  of  the  pull  of 
gravity  upon  which  he  has  unconsciously  been  relying  for  much  of 
his  guidance  in  perfonning  ordinary  co-ordinations,  and  he  is  more 
or  less  seriously  handicapped.  Or  let  him  undertake  to  guide  an 
aeroplane,  deprived  of  much  of  the  constant  information  coming 
from  his  sole  touch,  muscle-sense,  joint-sense  and  tendon-sense,  and 
he  will  be  hard  put  to  it  to  respond  with  the  adequate  co-ordination 
adjustments  requisite  for  his  maintaining  himself  in  safe  relations 
to  his  new  environment.  An  aviator  may  be  deprived  of  his  visual 
anchor  to  terra  firma  by  the  intervention  of  cloud  or  darkness,  but 
if  he  has  the  normal  equipment  in  his  vestibular  apparatus,  he  is 
fully  able  to  maintain  his  proper  position  in  space.  If  he  has  an 
impaired  vestibidar  apparatus  (by  which  we  mean  the  entire 
hnlaiicc  vicchavism),  he  may  still  possess  enough,  in  conjunction 
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witli  the  help  of  his  visual  apparatus,  to  enable  him  to  manage  an 
aeroplane  in  daylight,  whereas  he  may  find  that  in  the  dark, 
deprived  of  the  additional  guidance  of  vision,  he  is  totally  unable 
to  maintain  his  equilibrium  in  the  air. 

In  connection  with  the  cjuestion  of  sensory  effects  of  vestibular 
stimulation  the  following  narration,  in  his  own  xvords,  of  the  experi- 
ence of  the  aviator  Miller,  who  while  tlying  for  France  was  stricken 
blind  at  a  height  of  7,000  feet,  conveys  more  graphically  than 
reams  of  descriptive  text  the  subjective  realization  of  the  service 
of  the  vestibular  sense  in  extraordinary  emergency:  "I  was  spin- 
ning along  at  about  7,000  feet  elevation,  apparently  just  as  fit  as 
ever  in  my  life,  when,  in  a  flash,  I  went  blind.  The  world  grew 
dark  before  my  eyes." 

"Of  course  the  shock  was  terrific,  but  I  didn't  let  the  idea  that 
I  was  7,000  feet  away  from  the  ground  get  out  of  my  mind.  And 
I  got  down  safely.  Experience  had  taught  me  just  about  how  to 
set  the  planes,  and  I  could  feel  something  guiding  me.  My  landing, 
they  tell  me,  wasn't  at  all  bad  for  a  blind  man's  landing;  in  fact, 
I  had  hit  the  ground  harder  sometimes  M'heu  I  had  all  my 
faculties." 

To  the  inteimist  there  is  offered  evidence  of  toxic  nerve  alfections 
in  the  impairment  in  the  normal  re.si)onses  to  stimulation;  differen- 
tiation of  vertigoes,  first  into  systematized  and  unsystematized 
types;  differentiation  of  unsystematized  into  physical  and  neurotic 
varieties. 

To  the  neurologist,  the  assurance  that  the  peripheral  neuron  and 
end-organ  of  the  vestibular  part  of  the  VIII. nerve  is  intact  or  not; 
that  the  afferent  neuron  from  medulla  to  cerebellar  nuclei  is  intact 
or  not;  that  the  afferent  neuron  from  cerebellum  to  centre  for 
sensing  motion  is  intact  or  not;  that  one  or  the  other  or  both  the 
two  main  motor  efferent  paths  are  intact  or  not. 

To  the  cranial  surgeon,  that  a  lesion  involving  one  or  more  of 
the  paths  has  not  crossed  the  mid-line  and  is  possibly  operable,  or 
that  it  has  reached  proportions  involving  tracts  from  both  sides 
and  is  inoperable. 

The  ophthalmologist  finds  a  new  direct  pathway  to  the  extra- 
ocular muscles.  His  observations  of  esophoria,  esoti-opia,  exo- 
phoria,  exotropia  and  cyclophoria  can  be  valuably  supplemented 
by  accurate  observation  of  the  contractibility  of  the  individual 
muscles  in  response  to  involuntarij  as  well  as  voluntary  molor 
mandates. 
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111-.  WCUs  1'.  Kaiiletoii,  Newark,  N.  J.,  said  Dr.  Lewis'  pai)er  called 
;ittention  oiu-e  more  to  the  great  work  of  the  Philadelphia  school. 
After  using  the  turning  test  for  a  considerable  time  he  had  become  so 
confused  that  he  discarded  the  cliair.  Dr.  Jones  and  his  associates, 
however,  had  gone  about  the  matter  in  a  definite  and  methodical  man- 
ner, and  their  work  had  done  much  toward  making  the  method  avail- 
able. One  might  go  through  a  whole  volume  of  the  German  Archives 
dealing  with  the  subject,  and  yet  would  fail  to  find  just  the  point  that 
would  make  it  applicable.  One  should  not  be  merely  an  otologist,  but 
an  otologist  plus  a  neurologist.  The  vestibular  apparatus  furnished  a 
means  of  diagnosing  many  conditions  before  the  neurologist  could  do 
so,  because  of  the  fact  that  it  gave,  in  many  cases,  the  first  symptoms 
of  cerebral  disease.  In  cerebellar  pontine  tumors  the  aural  symptoms 
might  be  present  for  months,  perhaps  for  years,  before  the  neurologist 
could  make    a  diagnosis  on  neurological  signs  alone. 

Dr.  (ieorge  Mackenzie,  Pliiladelphia,  Pa.,  did  not  agree  with  the 
essayist's  view  that  the  slow  movement  after  turning  was  an  involun- 
tary compensatory  movement.  Past-pointing  was  really  a  voluntary 
movement  on  the  part  of  the  patient,  just  as  the  quick  component  of 
nystagmus  was  voluntary.  He  was  glad  to  see  that  his  original  figures 
for  after-turniug  nystagmus  had  been  substantiated.  It  had  been  his 
privilege,  twelve  years  ago.  to  study  with  Barany,  who  stated  at  the  time 
that  duration  of  after-turning  nystagmus  ranged  from  one  hundred  and 
twenty  seconds  to  nothing.  In  a  i)ai)er  presented  before  this  Society 
two  years  ago  he  had  given  the  reasons  for  Barany's  failure  to  obtain 
consistent  findings  after  turning.  He  had  been  stating  his  figures  for 
the  last  .ten  years  in  different  publications  and  was  glad  to  know  tlial 
the  so-called  "Philadelphia  School  "  had  come  to  accept  them.  There 
was  no  such  thing  as  '"after-after-nystagmus." 

Dr.  Lewis,  in  closing  the  discussion,  did  not  believe  that  an  otologist 
should  be  a  neurologist;  otology  was  a  large  enough  field  in  itself.  But 
it  was  iniiiortant  for  the  otologist  to  be  able  to  refer  otological  cases 
to  the  neurologist  for  assistance  in  establishing  scientifically  accurate 
diagnoses.  He  had  not  employed  galvanism,  as  recommended  by  Dr. 
Mackenzie.  Inasmuch  as  motion  was  the  natural  stimulus  of  the 
vestibular  apparatus,  Dr.  Lewis  had  limited  his  testing  entirely  to  the 
use  of  turning  and  caloric  tests  in  order  to  follow  nature  as  strictly 
as  possible  in  applying  artificial  stimulus  for  the  purpose  of  making 
observations  of  functional  responses. 


A  .AIETIIOD  OF  MEDICATING  EUSTACHIAN  BOI'OIES. 

By   LEE   jr.   HrRD,    M.    D..   NVw   York   Cily. 

The  uustacliian  boiifjie  lias  l)een  advantageously  used  for  over 
thirty  years  to  dilate  tulial  stenosis  and  stinndate  tlie  liuiny:  mem- 
brane. 

The  necessity  of  niedieating  the  tuh"  at  the  time  of  hougieiiig 
has  developed  several  iru'tliods. 

First:  I)ii)|)in.i;  the  houtiie  in  an  a(|Ueous  solution  of  silver  or 
iodine. 

The  disadvantage  of  this  method  is  that  tlie  medicament  does  not 
.stick  to  the  bougie,  lieing  rui)bed  otl'  eitlier  in  the  catheter  or  at  the 
mouth  of  the  tube. 

Second:  Coating  the  bi)Ugie  with  a  heavy  base,  such  as  lanolin. 
This,  again,  is  as  easily  rubbed  off  as  the  aqueous  solutions. 

Third:  Th.e  use  of  a  wire  bougie,  such  as  a  Holmes  or  a 
Yankauer,  wrapped  with  cotton. 

This  is  a  much  better  method,  but  with  the  disadvantage  that  a 
considerable  portion  of  the  solution,  into  which  the  bougie  has  been 
dipped,  is  scpieezed  out  as  the  bougie  advances  into  the  tube,  as  well 
as  the  difficulty  of  properly  ad.justing  the  cotton  on  the  bougie  to 
the  size  required  for  the  particular  tid)e  in  question. 

The  simple  method,  which  I  have  used  for  fifteen  years,  has  Ihe 
advantage  of  i)Iacing  the  drug  used  where  you  want  it  and  ou  the 
exact  size  of  bougie  you  wish  in  the  particular  case. 

Celluloid  bougies  are  used,  which  are  coated  with  silver  nil  rate, 
using  gum  acacia  as  a  base. 

The  method  of  preparation. 

In  a  narrow  test  tube,  make  a  saturated  sohitioii  of  gum  ai-aeia 
in  a  water  bath,  then  add  the  silver  nitrate  solution,  making  the 
solution  from  I'v    to  lO'i   strength  of  silver  a>  desired. 

The  bougie  is  di])ped  about  one  and  one  half  inches  into  this  solu- 
tion, and  wlien  the  bougie  has  a  uniform  coating,  it  is  placed  to  dry, 
then  I  usually  give  tlie  bougie  a  .second  coating.  When  dry,  the  gum 
acacia  and  silver  coating  looks  and  feels  like  varnish  to  the  dry 
fingers. 

The  silvered  lii)ii>;ies  can  be  made  up  in  i)Uantities.  and  when 
kept  dr-y.  will   last  fairly  well   for  a   week  or  more. 
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The  Olio  (li.sadvaiitiige  of  using'  bougies  several  days  okl  is  how- 
ever that  the  silver  niti'ate  will  graduallj''  oxidize,  so  that  the  coated 
liougies,  a  week  or  iiioi-e  old.  may  liave  lost  half  of  their  silver  nitrate 
per  cent. 

1  generally  use  them  the  second  or  third  day  after  preparing 
fjiem. 

.Mcthotl  of  inti'oduetion  : 

A  plain  gum  elasti<'  or  eelhdoid  bougie,  of  the  proper  size,  is 
passed  through  the  tube  to  make  sui'e  of  the  position  of  the  catheter 
and  tile  size  of  the  bougie  the  tube  will  ;;dmit  and  also  to  dilate  the 
tube,  tiu'ii  the  [ilaiu  liougie  is  withdi'awn,  and  the  coated  bougie 
can  be  readily  passed  as  far  as  di'sii-ed  and  remain  there  about  two 
minutes  to  allow  the  moisture  ot  the  iiieiiil)raue  to  dissolve  the  gum 
and  deposit  tb<'  sihci'  wiiere  desired,  knowing  that  a  detinite  ])er 
cent,  of  the  silver  nitrati'  has  been  deposited. 

"When  the  bougie  is  withdrawn,  the  gum  I'oating  will  be  entirely 
gone  or  only  a  little  stickiness  will  be  felt. 

The  pathology  of  the  tnbal  mucosa  is  practically  the  same  as 
that  of  the  nasal  pharyngeal  mucosa, — acute  congestion,  chronic 
hyperplasia,  chronic  hypertrophy,  etc. 

The  vast  majority  of  tubal  stenoses  will  readily  j'ield  to  the  use 
of  the  unmedicated  bougie,  but  .some  ca.ses  of  hyperpla.sia  and  hyper 
trophy  are  not  improved  by  the  i)lain  bougie,  then  the  bougie  varn 
ished  with  gum  acacia  and  silver  nitrate  will  reduce  the  swelling. 

h'(siilts:  One  or  four  I'er  cent,  is  nsiuiUy  strong  enough  to  con- 
tract the  membrane,  if  not.  the  strength  can  be  increased  up  to  ten 
]ier  cent. 

The  strongei'  per  cents  should  be  used  cautiously  if  it  is  ni'ce,^ 
sary  to  jiass  the  coated  liougie  beyond  the  isthmus,  as  several  times, 
1  ha\-e  ]n-odneed  a  serous  exiulate  which  draineil  into  tiie 
tym]>auum.  ]irodncinu'  tinnitis  and  diminishing  the  hearing  for 
several   days. 

1  have  ne\-ei'  hail  ]-iis  form  in  the  middle  ear,  noi'  had  to  incise 
the  drum  mendirane  for  relief  of  the  exudate. 

The  weaker  silver  nitrate  ])er  cents  produce  no  discomfort, 
but  sometimes,  the  stronger  silver  will  gi\e  annoyance  and  cause 
sonu'  pain,  referred  to  the  ear,  similar  to  the  discomfort  produced 
in  the  nose  by  10%  of  silver  nitrate. 

ritimate  results,  naturally,  vary. 

Sonii'  tubes  remain  perfectly  jiatent,  while  others  relapse  after 
a  time,  and  re(|uire  a  repetition  of  the  treatment. 


THE   CO.Ml'LKTE   :\IASTOID   OPERATION:    ITS  RELATION 
TO  THE  :\10DERN  HEALING  OF  .MASTOID  WOUNDS. 

l:y  HICH    l;.   BLACK  WELL,  jr.   D.,   Xew  York.   X.  T. 

TIh'  ])roeediire  about  to  be  desc-ribed  as  the  complete  mastoid 
operation  has  beeu  performed  by  the  writer  upon  some  113 
patients.  ^ly  purpose  iu  usiujr  this  techuique  with  its  associated 
after-treatment  is : 

1.  To  prevent  as  much  as  possible  the  development  of  tliose 
Serious  intracranial  and  other  complications  which  sometimes  fol- 
low an  inflam'matiou  of  the  mastoid  or  an  operation  for  its  relief. 

2.  To  reduce  the  time  required  for  tlie  healing  of  the  mastoid 
wotuid. 

3.  To  render  the  dressing:  as  painless  as  possible. 

4.  To  improve  tlie  appearance  of  the  healed  woiuid. 

In  order  to  satisfy  these  four  postulates  and  estimate  the  true 
value  o'f  an  additional  step  in  the  technique  of  such  an  orthodox 
procedure  as  the  simple  mastoid  operation,  it  is  neeessarj^  (1)  that 
the  surgeon  should  employ  this  technique  iu  a  large  number  of 
operations;  and  (2)  he  should  observe  in  a  general  way  the  post- 
operative course  of  at  least  an  equal  number  of  patients  operated 
upon  and  treated  according  to  other  methods. 

The  cases  upon  which  this  paper  is  based  are  not  collected  ones. 
With  few  exceptions,  they  represent  the  total  mnnber  of  mas- 
toidectomies performed  by  tlie  author  iu  the  pa.st  few  years.  Prac- 
tically all  the  operations  took  place  at  the  New  York  Eye  and  Ear 
Infirnuiry  or  at  the  ^lanluittan  Eye,  Ear,  and  Throat  Hospital. 

Of  these  113  i)atier.ts,  one  developed  sinus  thrombosis  on  tlie 
seventh  day  of  convalescence,  and  was  successfully  operated  upon. 
In  23,  well  marked  perisinus  or  epidural  abscess  was  present:  all 
recovered.  Subperiosteal  abscess  was  jiresent  in  18  eases.  Two 
patients  developed  erysijjclas  during  convalescence, — one  a  man 
and  the  other  a  woman, — this  complication  appearing  on  the  tenth 
and  nineteenth  days-res])ectively ;  streptococcus  was  the  infective 
agent  most  commonly  found,  being  present  in  -48  eases;  seveu 
were  of  the  capsulatus  varietv;  one  jiatieut  died.  One  patient,  an 
alcoholic,  died  of  delirium  tremens.  Three  patients  of  the  113 
developed  postoi)erativc  meningitis  of  otitic  origin,  and  died.  The 
first  symptoms  of  this  fatal  c-oiiqiiirjition  ;i]>pi'ai-e(l  in  tlicse  three 
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cases  ou  the  2ucl,  •Jrd,  aud  10th  days  of  convalescence,  respectively. 
In  one  of  these  fatal  cases  neither  sinus  nor  dura  was  exposed,  the 
infecting  organism  in  this  instance  being  the  streptococcus  eap- 
sulatus. 

Dura  covering  the  sinus  or  hi-aiii  was  e.\|)0scd  in  46  of  these 
operations.  There  was  a  total  of  four  deaths  in  these  113  cases, 
one  of  which  bore  no  relation  to  the  mastoid  disease.  In  regard- 
ing this  mortality,  it  must  be  remembered  that  these  patients 
practicall.v  represent  successive  cases,  nian.v  of  which  were  brought 
to  the  hospital  in  advanced  stages  of  mastoid  disease.  The  three 
cases  of  meningitis  occun-ed  in  young  male  adults,  one  of  whou". 
had  a  subperiosteal  abscess  of  several  weeks  standing  containing 
gas.  In  the  other  two  fatal  cases,  the  mastoiditis  was  produced  by 
an  cncajisulated  organism,  one  a  streptococcus  and  the  other  a 
l>nenmococcus.  One  of  these  ])atients,  prior  to  the  operation, 
developed  synii>tonis  of  what  might  have  been  a  Ix-ginning 
meningitis. 

The  usual  time  required  for  the  complete  healing  of  the  wounds 
varied  from  three  to  five  weeks.  A  number  of  cases  healed  in  less 
than  this  time,  some  requiring  slightly  over  this  period.  Owing  to 
the  light  packing  of  the  mastoid  wound,  the  dressings  are  much 
less  painful  than  is  usually  the  case.  After  the  healing,  the  wound 
presents  little  if  any  deformity,  the  depression  being  scarcely 
noticeable. 

OppraHrr  T<  cliiiifiin  .  In  making  the  incision  for  this  operation, 
it  is  necessary  to  curve  the  upper  extremity  until  it  is  directed 
horizontally  forward,  terminating  in  a  point  about  one-eighth  of 
an  inch  above  and  in  front  of  the  superior  attachment  of  the 
auricle.  (See  Fig.  l.~i  This  incision  is  usually  carried  through 
the  lower  edge  of  the  temporal  muscle  along  the  line  of  the 
external  Avound.  The  cut  in  the  jnn.scle  is  on  the  bias  of  its 
libres  and  is  between  one-eighth  and  one-fourth  of  an  inch  in 
depth.  Exterior  to  this  cut,  the  external  surface  of  the  tempora 
is  freed  from  the  auricle.  The  underlying  periosteum  is  elevated. 
On  retracting  the  soft  parts,  there  is  a  wide  and  free  exposure 
of  the  entire  zygomatic  region.  These  preliminaries  are  essential 
to  the  free  exposure  and  cnretment  of  the  -attic  region.  I  have 
never  found  that  this  incision  into  the  temporal  miiscle  residted 
in  its  infection  or  in  any  impairment  of  its  function. 

The  bony  ma.stoid  cortex  and  subcortical  cells  are  then  removed, 
together  with  the  tip  and  the  cells  over  the  knee  of  the  sinus:  the 
antrum  is  opened  and  curetted  :  the    zygomatic  cells  are  removed. 


Tur;  n p.\iri^i3TK  xiastoik  dperatiox.  y- 

iuiil  tln'  L-ap  of  the  external  semieiix-ular  eaual  is  exiJUfied.  All 
gross  evideuee  of  disease  having  been  removed  from  the  mastoid, 
the  operator  is  ready  for  the  third  stage,  namely  the  euretment 
of  the  attic  of  the  middle  ear.     (See  Fig.  2.) 

At  this  point,  it  may  be  well  to  review  the  surgical  anatomy 
.of  the  epitympanie  region.  The  attic  of  the  tympanum  is  that 
portion  of  the  middle  ear  cavity  which  lies  above  the  level  of  the 
tympanic  membrane.  It  contains  the  head  of  the  malleus  and  the 
greater  part  of  the  incus.     These  two  ossicles  articulate  in  about 


IJriiiKiry   incision.      Its   upper 
Hiected  liorizontaUy  foiwaid. 
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the  middle  of  the  attic.  Running  upward  from  the  head  of  the 
malleus  to  the  vault  of  the  attic  is  the  sui)erior  ligament  of  the 
hammer,  and  proceeding  forward  from  the  neck  is  the  anterior 
ligament.  The  malleoincudal  body,  with  the  superior  and  anterior 
ligameuts  of  the  malleus  divide  the  epitympanum,  surgically,  into 
two  cavities, — the  internal  attic,  lying  internally  to  these  struc- 
tures, and  the  external  attic,  lying  externally.  The  external  attic 
is  still  further  subdivided  by  the  external  lateral  ligament  of  the 
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malleus  into  Prussak's  space,  which  lies  below,  and  a  much  larger 
space  above,  the  external  attic  proper,  Avith  which  we  are  now 
coueerued. 

When  curetting  the  attic  of  the  t.vnii)aniini,  the  external  attic 
should  first  be  cleared  out  and  the  nialleoincudal  body  exposed, 
after  wliicli  the  internal  attic  may  be  safely  curetted.  In  curetting 
the  external  attic,  a  small  iiarrow  Spratt  curet  is  passed  from 
the  antrum  directly  forwai'il  nn1il  the  spoon  rests  immediately 
behind  the  bony  external  allic  wall  The  long  axis  of  the  curet 
should  be  passed  i>arallrl  In  the  same  plane  as  the  external  semi- 
circular canal  and  lidil  sliuhtly  al)ov<'  it  (Fig.  2).  By  observ- 
ing these  precautions,  v.c  iiisiiri^  tin-  ciiti'ance  of  the  instrument 
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into  the  external  and  not  the  iiihM-nal  altic.  The  incus  lies 
directly  beloM'  and  external  to  the  spoon,  and  by  keeping  the 
edge  of  the  curet  in  close  apposition  to  the  liony  external  attic 
wall  there  is  no  danger  of  disturbing  the  malleoincudal  body 
lying  slightly  in  front  and  inlri-nal  to  the  back  of  the  curet. 

The  external  wall  of  the  attic  is  thi-ii  removed  by  curetting 
directly  outward,  the  direction  of  inotiou  being  still  in  the  same 
plane    as    the   -external    semieivcular    canal.      The    posterior    bony 
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cjiiiiil  \\;\\]  is  lowcri'd  to  witliiu  about  oue-fiuarter  of  an  inch 
of  tlif  mcmbraua  tyiiipaui,  and  is  reduced  in  thickness.  The 
short  process  of  the  incus  should  then  l)e  visible.  It  is  commonly 
found  embedded  in  'iraulation  tissue,  l)\it  is  always  just  below 
and  anterior  to  the  cap  of  the  external  semicircular  canal,  resting 
in  the  fossa  incudiis  (See  Fig.  3). 

AVe  now  continue  to  remove  the  external  attic  wall  by  curetting 
in  the  aforesaid  manner  until  the  body  of  the  incus  and  the  head 
of  the  malleus  is  exposed.  (Fig.  -i.)  In  fact,  in  the  latter  stage 
of  this  portion  of  the  op'^ration  tlie  cu.rot  has  been  in  contact 
with  tlic  anterior  wall  of  the  attic. 


Fig'.  3. — The  i-xtcrnal  attic  waU  partiaUy  removed, 
revealing:  tlie  Iiody  anrl  slioi't  process  of  tlie  incus  lying" 
in  tlie  "fossa,  incudis"  .just  below  and  anterior  to  the 
prominence  cap   of   the  iiorizontal   semicircular  canal. 

With  the  attic  tJiurdughiy  i.-xposcd  and  the  mallcoincudal  body 
fr^-ely  visible,  it  is  a  simple  nuitter  to  curet  the  internal  attic. 
In  all  the  cases  of  mastoiditis  tliat  I  have  operated  upon,  I  have 
never  failed  to  tiiid  the  attic  rcunon  tilled  with  granulation  tissue. 

Postoperative  ('arc  nnd  Dnssin;/.  T'siirdly,  at  the  conclusion 
of  the  operation,  an  iodoform  gauze  drain  (from  four  to  six 
inches  long  and  one  inch  wide,  doubleil  onee)  is  laid  down  to 
the  antrum  region;  more  recently,  plain  sterile  gauze  has  been 
employed,  giving  somewhat  better  drainage.  The  external  audi- 
tory canal  is  jiacked  snugly  with  a  narrow  striji  of  plain   gauze 
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(lij)pe(l  in  saline  solution.  The  posterior  woimd  is  siiturcd  from 
aboA-c  down  to  within  the  last  half  or  three-quarters  of  an  ineli, 
and  a  copious  wet  saline  dressing  is  applied  externally.  This  is 
continued  for  the  first  week  or  ten  days,  after  which  a  dry  dress- 
ing is  nsed.  Boric  acid  ointment  or  vaseline  applied  to  the 
auricle  and  adjacent  skin  prevents  maceration  of  the  cutaneous 
surface.  Daily  dressings  are  performed  until  the  wound  has 
almost  healed.  This  usually  takes  place  within  three  to  five 
weeks  from  the  tiim'  oF  operation.  Half  of  the  sutures  are  re- 
moved on  the  first  day  atier  the  operation,  and  the  remainder  on 
the  second  day.  The  canal  is  pacivcd  snugly  at  each  dressing, 
and   the   posterior   i!-,-niZ('   (h'ain    is   usually   discnntiinied   between 


Fig.  4. — AppL-arancc  of  wound  at  tlic  conclu.siun  of  a 
complete  mastoidectomy.  Tlie  external  attic  wall  has 
been  removed,  the  head  of  the  malleus  with  its  su- 
perior ligament  can  be  seen  anterior  and  internal  to 
the  incus.  The  internal  and  external  attic  spaces  lie 
respectively     on     tlie     inner     and     outer     sides     of    the  , 

malleo-incudal   body. 

the  fourteenth  and  the  twenty-eighth  day.  Owing  to  the  small 
amount  of  packing  used  in  the  uuistoid  wound,  the  dressings 
are  comparatively  ])ainless.  After  healing  has  taken  place  the 
amount  of  postaural  depression  is  usually  very  slight, — in  fact, 
hardly  noticeable. 

The  functional  results  ha^-e  been  in  every  Avay  satisfactoi-y. 
So  far  as  known,  none  of  the  ]iatients  has  had  to  undergo  opera- 
tion for  recurrent  mastoiditis. 
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The  MTitcr  wislieis  to  euii^hasize  the  iuiportauce  of  packing  the 
wound  liglitly,  particularly  the  autrum  region.  Gauze  packed 
tighth'  in  the  mastoid  Mouud  not  only  results  in  insufficient 
drainage  therefrom  but  is,  in  the  author's  opinion,  the  most  com- 
mon cause  of  delayed  healing  and  depressed  cicatrices.  This  is 
especially  true  in  cases  where  a  thorough  operation  has  been 
performed. 

A  striking  feature  of  the  postoperative  course  of  these  patients 
is  tlie  r'apidity  \vitli  ^vhich  a  long  continued  and  profuse  middle 
ear  discharge  ceases.  The  external  auditory  canal  usually  be- 
comes dry  on  the  second  day.  ]\ly  OM'n  belief  is  that  the  failure 
to  curet  the  attic  region  i.s  frequently  the  cause  of  the  persistent 
otorrhea  which  sometimes  follows  a  simple  mastoidectomy. 

Conclusions. 

1.  It  is  the  writer's  conviction  that  in  order  to  satisfy  the 
requirements  of  his  four  premises  it  is  necessary  to  perform  all 
mastoidectomies  as  thoroughly  as  possible. 

2.  He  belie^'cs  that  the  exposure  and  curetment  of  the  attic 
region  has  a  direct  beneficial  bearing  on  the  postoperative  course 
of  these  patients. 

'■I.  That  light  iwckiug  of  the  woinid,  using  only  sufficient 
gauze  for  drainage,  together  '\\  ith  daily  dressings,  is  essential  in 
obtaining  a  satisfactory  result. 

4.  In  respect  to  the  painful  dressing,  slow  healing,  and  fre- 
quent poor  cosmetic  appearance,  the  simple  mastoid  operation  is 
one  of  the  most  unprogressive  of  modern  major  surgical  pro- 
cedures, and  any  technique  which  promises  to  safely  modify  these 
distressing  factors  of  convalescence  deserves  the  serious  con- 
sideration of  otologists. 

DISCUSSION. 

Dr.  Noii'al  H.  Pierce,  Chicago,  felt  sure  that  Dr.  Blackwell  would 
modify  this  technic  as  he  jirogi-essed  in  his  work.  He  regarded  it  as 
an  unnecessary  destruction  of  a  very  delicate  organ,  the  destruction 
not  being  accompanied  by  improvement  in  results  which  could  not  he 
obtained  by  very  much  simpler  methods.  He  had  recently  operated  on 
a  child  on  whom,  two  years  previously,  he  had  found  it  necessary,  be- 
cause of  the  very  septic  course  from  acute  otitis  media  purulenta,  to 
make  a  thorough  exposure  of  the  tymiianic  antrum  and  to  expose  both 
sinuses.  Notwithstanding  the  fact  that  both  sinuses  were  explored,  there 
being  no  external  evidence  of  thrombus,  the  septic  temperature  went 
on,  and  the  wound,  therefore,  was  packed  open,  no  stitches  being  em- 
ployed. The  patient  recovered,  fortunately,  and  the  result  was  a  mucli 
depressed  scar;  and,  during  the  two  years,  there  have  been  three 
recurrences  of  otitis  media;    at  each  attack  the  scar  would  swell,  the 
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soft  tissues  would  become  inflamed,  and  the  collection  of  pus  in  the 
mastoid  could  be  squeezed  out  through  the  perforation  in  the  tympanic 
membrane.  Finall.v  it  was  decided  to  open  up  and  see  what  had  taken 
place.  The  attic  and  tympanic  antrum  communicated  with  a  fistula 
which  extended  backward  and  downward,  very  near  to  the  knee  of  the 
sinus.  The  bone  had  completely  formed  over  the  surface,  with  the 
exception  of  a  very  small  area  i about  one  and  a  half  inches)  over  the 
bone  posteriorly.  The  bone  below  had  formed,  but  there  was  a  sac 
from  the  antrum  to  the  posterior  extremity  of  this  cavity.  He  had  not 
received  the  histological  report  on  it  yet,  but  he  felt  sure  the  sac  was 
caused  by  the  growth  of  the  mucosa  from  the  epitympanic  space  into 
this  space.  In  other  words,  the  mucosa  had  spread  more  quickly  than 
the  bone  cells  could  form  bone,  and  therefore  a  permanently' enlarged 
antrum  was  formed,  lined  by  mucosa  of  low  vitality,  which  became  in- 
flamed every  time  the  ear  became  inflamed.  This  was  not  an  isolated 
case;  he  had  seen  many  similar  cases.  From  these  experiences  he  was 
convinced  that  it  was  not  good  practice,  where  it  could  be  avoided,  to 
open  the  antrum  thoroughly, — posteriorly  and  anteriorly, — and  curet 
it,  because  of  the  danger  of  the  spread  of  the  mucosa  over  the  hard  in- 
terior table  of  the  skull,  which  is  poor  in  blood  vessels.  It  was  better 
to  drain  from  the  bottom.  He  did  not  advocate  in  any  case,  leaving 
diseased  bone  around  the  antrum;  but  there  was  diseased  bone  around 
the  antrum  in  very  few  cases.  He  was  yet  to  be  convinced  that  the 
hearing  was  not  impaired  in  the  cases  operated  on  in  the  manner  advo- 
cated by  the  writer.  The  mechanism  involved  was  so  finely  formed 
that  it  could  respond  to  vibrations  so  fine  that  they  are  beyond  the 
power  of  our  microscopes  to  measure,  and  it  was  difficult  to  understand 
how  this  could  be  interfered  without  impairing  its  function. 

Dr.  Joseph  C.  Beck,  Chicago,  111.,  agreed  with  the  views  expressed  by 
Dr.  Pierce.  He  asked  the  essayist  to  definitely  state  his  premises,  as 
he  had  found  conditions  on  the  operating  table.  During  the  last  ten  years 
he  had  not  gone  beyond  the  antrum  in  the  first  part  of  the  simple 
mastoid  operation,  conservatively  avoiding  disturbing  the  lining  mem- 
brane of  the  antrum.  Experience  had  demonstrated  that  healing  was 
much  more  rapid,  and  that  the  function  was  better,  in  acute  cases, 
when  the  antrum  was  left  alone.  If,  however.  Dr.  Blackwell  had  refer- 
ence to  chronic  cases  that  would  not  recover  from  the  simple  operation, 
the  procedure  would  be  welcomed. 

Dr.  AVllUani  B.  Chaniberlin.  Cleveland,  Ohio,  was  strongly  of  the 
opinion  that  a  paper  which  advised  an  operation  of  such  extent  in 
simple  mastoid  cases  ought  not  to  be  presented  before  this  Society 
without  challenge.  Challenge  would  doubtless  not  change  the  essay- 
ist's opinion  on  the  subject,  but  the  Society  should  not  go  on  record 
as  sanctioning  a  procedure  of  this  character.  The  operation  described 
was  little  more  or  less  than  the  Heath  operation,  with  the  exception 
that  the  posterior  canal  wall  was  not  removed.  He  had  learned  from 
sad  experience  that  any  disturbance  of  the  ossicular  chain  would  lead 
to  marked  impairment  of  hearing.  Neither  Dr.  Blackwell  nor  anyone 
else  could  enter  the  attic,  as  described,  without  disturbing  the  ossicu- 
lar chain.  In  a  case  in  which  he  had  inadvertently  dislocated  the 
incus,  the  effect  on  the  hearing  was  pronounced.  The  patient's  hear- 
ing was  markedly  impaired,  and  always  would  be.  As  to  the  ear  being 
dry  in  two  days,  he  could  show  case  after  case  in  which  the  mastoid 
operation  had  been  performed,  where  the  canal  was  free  from  discharge 
at  the  first  dressing.  The  only  point  on  which  the  speaker  agreed 
with  the  essayist  was  with  reference  to  packing.  Long  experience  had 
convinced  him  that  in  many  cases  convalescence  had  been  unduly  pro- 
tracted by  zeal  in  packing.  In  cases  referred  to  him  by  others  he  had 
pulled  the  packing  out,  left  the  wound  wide  open,  and  healing  had 
(luickly  taken  place. 


THE    CuJU'IjETK    ilASTOlD    OI'EKATIOX.  ^OJJ 

Dr.  George  L.  Jtichards,  Fall  River,  Mass.,  referred  to  the  excellent 
work  of  Dr.  Beck  in  connection  with  surgical  pathology  and  repair  of 
wounds.  How  would  these  large  wounds  heal?  The  cases  looked 
beautiful  when  finished,  but  what  about  the  healing?  The  cases  which 
healed  liest  and  most  quickl.v  were  those  in  which  nature  had  prepared 
things  for  the  surgeon. 

Dr.  diaries  W.  Iticliurdson,  Washington,  D.  C,  emphasized  the 
point  that  while  this  operation,  as  detailed  by  Dr.  Blackwell,  might 
be  well  done  by  him,  it  was  a  dangerous  thing  to  go  out  to  the  average 
man  practicing  otology  and  performing  mastoid  operations.  The  end 
results,  in  at  least  seventy-five  or  eighty  per  cent,  of  the  cases,  would 
be  functional  impairment  from  dislocation  or  injury  to  the  mechanism 
of  the  malleo-incudal  joint.  If  Dr.  Chamlierlaiu  could  report  a  case 
in  which  he  removed  the  incus,  there  was  very  great  liklihood  of  the 
less  expert  doing  the  same  thing.  The  majority  of  surgeons  per- 
formed the  mastoid  operation  in  the  same  manner,  as  it  had  been 
learned  from  experience  and  judgment  that  too  much  meddling  in  the 
antrum  and  attic  was  bad  for  the  patient.  Recovery  was  not  so  rapid, 
and  granulation  seemed  to  be  arrested  more  frequently  than  where 
less  meddlesome  work  was  done. 

Dr.  Blackwell,  in  closing  the  discussion,  said  that  the  indications 
for  performing  the  "complete  mastoid  operation"  and  applying  its 
associated  after-treatment  were  stated   in   the  premise  of  his   paper. 

He  Ijelieved  that  among  formal  major  surgical  procedures  the  mas- 
toid operation  was  one  of  the  most  unprogressive  as  regards  the 
modification  of  its  attendant  distressing  postoperative  factors  and  for 
the  reason  suggested  in  his  paper  there  were  few  major  operations 
which  the  average  physician  or  layman  so  dreaded  as  a  simple  mas- 
toidectomy. He.  for  one,  did  not  consider  that  the  last  had  been 
written  or  said  concerning  the  proper  surgical  technique  of  even  so 
tormal  a  procedure  ts  the  simjile  mastoid  oiieration.  Further- 
more, lie  believed,  if  as  suggested  in  his  paper  the  gentlemen  who  were 
unfavorably  impressed  by  this  technique  would  only  employ  it  in 
operating  upon  a  large  number  of  cases  and  compare  the  results  ob- 
tained with  an  equal  numl>er  of  similar  cases,  operated  and  treated 
according  to  other  methods,  they  would  soon  arrive  at  some  definite 
idea  of  its  value.  Dr.  Blackwell  said  that  he  had  read  Mr.  Heath's 
account  of  his  operation  and  could  find  but  little  analogy  between  the 
two  operations.  In  the  first  place,  Mr.  Heath  did  not  curet  the  attic 
of  the  tympanum  and,  in  fact,  advised  against  it.  He  only  curetted  the 
antrum.  In  addition,  .Mr.  Heath  closed  the  posterior  wound,  cut  a 
plastic  meatal  fla]),  and  dressed  the  wound  per  canal.  For  the  benefit 
of  the  gentleman  who  had  made  the  comparison,  he  would  say  that  he 
had  performed  the  complete  operation  with  some  modifications  on  a 
series  of  chronic  otorrhoeas.  This  paper  was  read  at  the  meeting  of 
the  American  Otological  Society  held  May,  1916. 


REPORT  OF  A  CASE  OF  SLMPLE  .MASTOIDITIS 
COMPLICATED  BY  PARATYPHOID  FEVER  WITH 
JIETASTATIC  ABSCESSES. 

By  DUNC.\N  MaoPHERSON,  JI.  D..  New  York,  N.  T. 

The  liberty  of  asking  for  a  few  minutes  of  your  time  to  hear 
the  report  of  this  ease  is  taken  for  the  folloM'ing  reasons: 

1.  Because  paratyphoid  complicating  mastoiditis  is  rarely  men- 
tioned in  the  literature. 

2.  The  advisability  of  drawing  the  attention  of  the  otologist 
to  its  possible  presence,  inasmuch  as  it  may  insidiously  disorder 
our  more  frequent  pictures  of  ear  disease,  causing  confusion  and 
embarrassment  in  diaguosis  uuless  laboratory  help  is  freelj'  drawn 
upon. 

3.  Slastoiditis  with  acute  onset;  very  little  bony  destruction, 
negative  culture  at  the  time  of  operation,  but  followed  bj-  remote 
abscess  formation. 

4.  The  temperature,  suggesting  a  possible  irregular  inanifesta- 
tion  of  lateral  sinus  thrombosis. 

5.  The  laboratory  help. 

(a)  By  negative  blood  cultures  except  for  the  finding  of  para- 
typhoid "a." 

(b)  The  blood  count  confusion  with  pus  formation  present, 
(e)     Negative  Widal  and  diazo  reaction. 

(d)  Streptococcus  haemolyticus  found  in  the  pus  taken  from 
the  abscesses. 

(e)  The  finding  of  paratyphoid  "a"  in  the  blood. 

In  the  scanty  literature  where  a  paratyphoid  bacillus  is  referred 
to  in  mastoiditis,  the  type  "b"  is  found  responsible. 

Of  the  six  (6)  cases  found  reported  and  bacterially  differenti- 
ated, two  are  believed  by  the  authoi's  to  have  been  primary  in  the 
mastoid.  In  one,  where  general  indisposition  preceded  the  para- 
typhoid mastoiditis,  the  belief  is  expressed  that  paratyphoid  fever 
was  overlooked,  influenza  being  held  to  be  responsible  for  the 
l^aratyphoid  symptoms, — no  intestinal  disturbance  having  mani- 
fested itself.  In  one  of  the  cases  it  is  noteworthy  that  the  patient 
was  admitted  to  the  clinic  suffering  from  sore  throat,  a  condition 
that  is  known  to  occur  in  typhoid  fever.    By  way  of  the  pharyux. 
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the  iufectioii  c-onld  have  hci'ii  carried  to  tlie  niiihlle  ear.  Ana- 
tomically, two  cases  were  characterized  by  a  peculiar  hyperemia 
of  the  bone,  presenting  an  appearance  different  IVoin  tliat  ordi- 
narily seen  in  other  suppurations. 

In  one  instance,  the  authors  report  the  liadings  in  the  ease  of 
a  child  who  died  of  melana  neonatorum,  36  hours  after  birth.  Both 
ears  contained  pus.  The  paratyphoid  bacillus  "b"  was  found  in 
the  cadaveric  blood  and  also  in  the  pus  from  the  ear.  The  mother 
had  had  an  attack  of  paratyphoid  four  weeks  prior  to  the  birth 
of  the  child.  In  another  instance,  a  patient  eight  weeks  old,  the 
author  observed  paratyphoid  meningitis  complicated  by  severe 
gastro-enteritis.  The  autopsy  showed,  in  addition  to  these  dis- 
eases, a  double  otitis  media,  and  cultures  of  the  paratyphoid 
bacillus  "b"  grew  from  all  the  organs  of  the  body. 

In  1914-15,  a  report  from  the  French  hospitals  refers  to  an 
epidemic  of  typhoid  complicated  in  ten  per  cent,  of  the  cases  by 
suppurative  otitis,  often  of  a  severe  type.  ^lany  cases  of  para- 
typhoid were  found,  especially  after  the  subsidence  of  the  typhoid 
epidemic.  Otitic  complications  were  also  frequent  in  the  para- 
typhoid cases,  but  not  of  so  severe  a  type  as  in  the  typhoid.  The 
onset  was  insidious,  with  low  temperature  and  no  pain,  an  aural 
examination  being  necessary  to  demonstrate  the  trouble.  No  re- 
ference is  made  in  this  report  as  to  whether  the  infection  was  of 
type  "a"  or  "b." 

In  eases  reported  from  Italy  and  others  else\\liere  from  the 
Western  front,  no  dififerentiation  was  made  as  to  the  type  of 
paratyphoid  infection. 

The  patient  called  at  my  office  on  the  evening  of  April  17,  1915, 
saying  that  her  ear  felt  queer,  that  some  years  before  she  had  had 
abscesses  in  her  ear,  and  that  the  feeling  simulated  that  present  on 
the  former  occasions. 

Examination  did  not  reveal  the  slightest  sign  of  acute  inflamma- 
tion. The  middle  ear  was  gently  inflated  by  means  of  the  catheter, 
and  the  tube  seemed  to  be  wide  open. 

The  following  morning,  at  about  ten  o'clock,  she  returned,  com- 
plaining of  an  increase  of  the  discomfort.  Examination  showed 
signs  of  slight  tubotympanic  involvement.  Dry  heat  was 
prescribed,  supplemented  by  hot  douches  should  pain  make  its  ap- 
pearance and  was  not  relieved  by  the  dry  application.  Directions 
with  reference  to  diet  and  general  elimination  were  given. 

At  II  :30  I  was  requested  to  call  at  the  jiatient 's  lioiiie,  as  Ihc 
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pain  was  said  to  be  iuteuse.  Arriving  at  ]2:00,  two  hours  after 
tinding:  tlic  tiihotympauif  iiivolvemeut  at  the  office,  I  found 
marked  hnlgiug  and  redness  of  the  entire  drnin.  A  free  incision 
was  made.  Xo  culture  was  exaniiued.  Diu'iug  tlie  next  five  or  six 
days  the  temperature  oscillated  from  normal  to  102°  by  mouth. 
(J)n  the  seventh  day  following  the  incision,  increased  mastoid  ten- 
derness and  some  edema  of  the  posterior  superior  wall  was 
present,  aud  another  opening  was  made,  carrying  the  incision 
deeply  through  the  prolapsing  canal  wall.  The  temperatui'c  rose  to 
104.5'^  aud  the  followiug  day, — the  canal  showing  considerable 
narrowing  and  the  patient  complaining  of  marked  tenderness  on 
slight  pressure,  especially  over  the  mastoid  tip  aud  antrum, — an 
exploratory  operation  was  decided  upon. 

Owing  to  the  acute  onset,  the  marked  diffuse  tenderness,  the  bulg- 
ing canal,  and  the  amount  of  discharge,  I  expected  to  find  consider- 
able involvement,  but  there  was  only  slight  softening  of  the  cells 
around  the  antrum.     The  tip  cells  were  explored. 

The  next  day,  at  7  :30  p.  m.,  the  temperature  rose  to  105.2°,  with 
a  pulse  of  102  and  respiration  22.  The  patient  was  comfortable, 
but  had  a  chilly  feeling,  followed  by  perspiration  and  accompanied 
by  some  headache.  An  ice  bag  was  applied  to  the  head,  an 
alcohol  sponge  was  given,  and  five  grains  of  aspirin  were  prescribed 
by  Dr.  Brugman,  the  consultant. 

The  following  morning  the  temperature  was  102  \  but  it  gradu- 
ally rose  until  at  9 :00  p.  m.  it  was  105.6°.  A  chilly  feeling  preceded 
the  rise  and  sweat  followed.  With  alcohol  sponging,  the  tempera- 
ture fell  to  108.4"  at  midnight.  The  patient  had  a  comfortable 
night  and  did  not  seem  to  be  a.s  sick  as  the  symptoms  would  lead 
one  to  expect.  This  relatively  comfortable  feeling  persisted 
throughout  the  attack. 

The  eye-grounds  were  examiued  by  Dr.  Dwyer  the  day  following 
the  operation  and  were  found  to  be  normal.  A  differential  blood 
count  made  on  the  day  following  the  operation  showed :  Leucocytes 
10,800:  polynucleai-s.  T37t  ;  small  hTiiphocytes  22,  large  5. 

Five  blood  cultures  were  made  from  April  28th  on.  Four  wei-e 
negative:  the  fifth  showed  paratyphoid  "a"'.  The  culture  from 
the  Idood  was  tried  out  in  all  the  ordinary  media  and  corresponded 
in  every  way  with  paratyphoid  "a". 

"Widal  on  May  1st  was  negative,  and  though  repeatedly  looked 
for  throughout  the  disease,  continued  absent. 

The  urine  showed  no  diazo  reaction  throughout.     Cathetcrized 
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specimen  showed  stapliylococciis.  No  iiiiilarial  plasmodia  were 
found  at  any  time. 

The  jjulse  and  respiration  remained  almost  the  same  tliroughout, 
i.  e.,  7-6,  120  and  18-24. 

The  wound  was  clean  througliout  but  granulated  slowlj-. 

On  April  30  the  patient  complained  of  her  daily  chill,  headache, 
and  perspiring  period,  and  of  a  pain  in  the  region  of  the  left  hip 
and  lower  abdomen.  The  temperature  rose  to  105.8°  and  fell  in  the 
evening  to  100",  rising  the  following  day  after  a  chill  to  105°.  The 
patient  slept  well,  was  cheerful,  and  had  less  pain. 

This  oscillating  state  of  aft'airs  continued  to  ilay  9th,  when  the 
rectal  temperature  fell  to  99.4".    The  hip  pain  was  much  less. 

On  the  lltli  there  was  another  chill  and  the  temperature  rose  to 
105.8°.  Throughout  the  attack  the  highest  leucocyte  count  was 
10,800;  the  polynuclear  73%,  and  small  lymphocytes  26%.  Blood 
cultures  were  negative  except  for  paratyphoid  "a".  The  hip 
continued  to  feel  stiff  and  the  pain,  while  present,  varied  in  degree, 
at  no  time  being  intense.  Sore  throat  and  hoarseness  were  com- 
plained of,  but  no  sign  of  laryngeal  cartilage  involvement  was 
found. 

On  the  30th,  the  temperature  rose  to  105.8',  falling  on  the  fol- 
lowing day  to  100.8°,  from  which  date  to  June  17,  it  oscillated  be- 
tween normal  and  103.4°, — the  patient  complaining  veiw  little  of 
her  hip.  On  June  17,  the  hip  abscess  was  opened  by  Dr.  Brugman, 
and  the  temperature  fell  to  normal  on  the  19th,  and  so  remained 
luitil  June  26th,  when  it  suddenly  rase  to  106%  following  the  open- 
ing of  a  scalp  abscess  posterior  to  the  mastoid  woiind.  The  wound 
itself  was  clean  and  the  abscess  did  not  communicate  with  it.  The 
temperature  fell  to  101°  and  the  following  day  rose  to  106°.  A 
lilood  culture  was  made, — looking  again  for  a  possible  sinus  in- 
volvement,— but  proved  to  be  negative.  The  temperature  then 
gradually  fell  to  normal.  On  July  1st,  it  rose  to  102.6°,  following 
the  opening  of  a  small  scalp  abscess  in  the  region  of  the  parietal 
eminence.  The  temperature  then  fell  to  normal,  rose  to  102°  on 
July  5th,  when  another  small  pocket  of  pus  was  found  midway 
between  the  mastoid  and  the  eminence.  This  was  opened  and  the 
temperature  fell  to  normal  on  July  6th,  and  did  not  rise  again. 
Streptococcus  haemolytieus  was  the  bacterial  finding  from  the 
abscesses. 

To  what  extent  the  paratyphoid  alone  would  have  altered  the 
]iicture  of  an  otherwise  healthy  postoperative  ma.stoid,  1  am  not 
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prepared  to  say.    What  effect  the  paratyphoid  played  in  tlic  ioiiii- 
atiou  of  the  al)scesses,  I  am  not  prepared  to  say. 

Tlie  normal  blgod  counts  may  he  suggestive  of  the  effect  of 
paratyplioid  "a"  ou  l)lood  differentials  in  the  presence  of  pus, 
although  normal  blood  counts  are  found  in  other  acute  conditions 
where  pus  is  present  in  the  hodj^,  and  bacteremia  may  escape  detec- 
tion even  in  lateral  sinus  thrombosis  as  pointed  out  bj'  Dr.  Dwyer, 
unless  the  bloorl  is  cultured  frequently  and  with  special  reference 
to  the  time  of  the  i-liill. 
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IJKroliT  i)F  IXTEHESTING  NASAL  CASES  PKOBABLY  DUE 
TO  SYPHILIS.  REMARKS  OX  OBSCURE  SYPlIILrriC 
NASAL    SYMPTOMS. 

By  DUNBAR  ROY,  M.  D.,  Atlanta,  Ga. 

OI)setire  syphilitic  manifestations  in  the  nasal  cavities  are  nun'h 
more  frequent  than  many  of  us  suppose.  Since  the  introduction 
of  the  Wa.ssermaun  test  the  \vi-it<'r  believes  that  we  have  made 
ourselves  too  dependent  upon  it  a.s  the  final  test  in  diagnosis,  to 
the  exclusion  of  clinical  symptoms  which  are  so  important  in  the 
management  of  pathologic  condition.s.  The  following  case  is 
presented  in  detail  as  affording  many  points  of  interest  to  the 
neurologist,  the  internist  as  well  iss  to  the  rhinolaryugologist. 

CASK  REPORT. 
Mr.  E.  E.,  aged  -jI,  cotton  inereliant.  Patient  had  always  been  strong  and 
liealtliy,  never  having  had  a  severe  spell  of  illness  during  his  life.  Is  temperate 
in  both  drinking  and  smoking,  in  fact  seldom  takes  a  drink.  Has  lived  in 
Atlanta  most  of  his  life.  His  father  and  mother  are  both  living,  and  both  in 
excellent  health.  In  Aug.,  1902,  he  moved  to  Shieveport,  La.,  to  represent  a 
northern  firm  as  their  cotton  buyer.  In  that  city  he  seemed  to  en.ioy  good 
health,  remaining  at  his  usual  weiglit  of  150  i)ounds.  Patient  was  not  over 
four  feet  nine  inches  in  height.  Had  .spent  each  summer  in  Atlanta,  returning 
to  Shreveport  in  the  fall.  During  the  winter  of  1 90.3-0 4  he  did  not  feel  in  his 
.'iccustomed  good  health,  and  along  in  the  sjjring  of  190i  began  to  have 
]i('ur;ilgia  .Tud  drawing  sensation  in  the  muscles  in  the  back  of  his  neck.  In 
May,  1904,  he  returned  to  Atlanta  to  live,  having  made  new  connections  in  the 
cotton  business.  On  arriving  in  this  city  he  consulted  his  physician  on  account 
of  this  severe  neuralgic  pain  in  the  back  of  his  neck.  The  appetite  was  not 
good  and  he  was  already  beginning  to  lose  flesh.  Being  a  neighbor  and  a 
warm  jieisonal  friend  of  mine,  I  saw  him  quite  frequently  but  in  an  entirely 
nn]>rofessional  manner.  In  this  way  I  noted  his  gradual  decline.  His  physician 
attributed  the  trouble  to  muscular  neuralgia,  as  a  result  of  malarial  intoxi- 
cation. He  was  now  treated  steadily  but  without  improvement,  while  the  pain 
gradually  extended  down  into  his  shoulders  and  arms.  These  pains  grew  to  be 
excruciating  and  would  come  uiion  him  in  paroxysms.  His  digestion  and 
apjiefite  were  poor,  and  his  nightly  sleep  very  much  disturbed.  Not  improving 
(Wliicli  is  characteristic  of  a  great  many  patients,  and  we  can  hardly  blame 
tliem)  he  called  in  another  phj'sician,  who  took  charge  of  his  case.  He  also 
attributed  the  cause  to  malaria,  and  immediately  began  to  dose  him  with 
various  medicines,  changing  the  same  from  time  to  time.  He  was  put  upon  a 
strict  diet,  and  his  liver  was  kept  very  active.  Soon  a  derangement  of  the 
I'liiiction  of  this  organ  was  diagnosed  as  playing  a  prominent  role  in  producing 
I  lie  various  physical  ailments.  The  patient  was  blessed  with  an  e.wellent  nurse 
III  I  lie  shiipc  cif  Ills  wife,  who  rubbed  and  massaged  him  with  various  liniments 
■■iiiil  loiilicd  afler  his  every  physical  and  mental  comfort. 
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Tile  I  ain,  howi'ver,  ilid  not  subside,  but  was  exteudiiig  still  further  dowu  the 
liatient  "s  back,  and  even  into  his  legs.  At  no  time  were  there  any  signs  of 
))aralTsis,  and  the  patient  was  able  onee  a  day  to  go  to  his  ofSce  and  remain 
for  a  few  hours. 

In  giving  the  history  the  patient  told  me  that  his  physician  made  a  thorough 
examination  of  his  secretions,  urine,  etc.,  and  found  nothing  abnormal.  The 
]iains  in  the  shoulders,  especially  the  left,  and  in  the  back  were  sometimes 
accom|ianied  by  such  spasms  of  the  muscles  as  almost  to  draw  the  head  to  the 
shouliler.  In  September,  five  months  later,  the  patient,  not  improving  but 
seemingly  growing  worse,  becoming  Aveaker  each  day,  losing  flesh,  and  the 
pains  being  so  severe  as  to  render  sleep  impossible  except  for  a  few  hours  at 
night  by  means  of  codein,  he  consulted  a  renowned  osteopath,  who  told  him  it 
was  due  to  the  nerves  from  the  spinal-  column.  He  gave  him  three  treatments 
a  week  and  put  him  upon  a  still  more  restricted  diet.  This  treatment  he 
continued  for  a  month,  having  discarded  all  medicines  except  certain  mineral 
waters  suggested  by  friends.  At  the  end  of  this  time  he  was  no  better  in  any 
respect,  the  pain  not  having  been  relieved,  they  being  now  in  the  legs  as  well  as 
in  the  arms,  and  accompanied  by  the  most  violent  spasms.  At  this  point  the 
]iatient  began  to  be  hoarse,  but  without  cough  or  expectoration. 

During  a  social  visit  he  remarked  that  he  had  taken  a  severe  cold,  and  if  he 
(lid  not  get  better  was  coming  to  me  professionally.  In  the  meantime  he 
inntinued  to  have  thorough  bodily  massage  but  being  dependent  upon  medicine 
to  Viring  sleep.  It  was  frequently  remarked  among  his  friends  that  Mr.  E. 
looked  like  a  doomed  man  and  they  believed  that  he  would  live  but  a  few 
Aveeks.  On  my  return  to  the  city  after  the  Christmas  holidays,  his  wife 
telejihoned  that  Mr.  E.  wished  to  consult  me  in  reference  to  the  severe  cold  in 
his  head  and  throat.  Being  a  personal  friend  and  a  neighbor,  I  was  really 
sorry  that  the  patient  had  come  to  me  for  professional  advice  and  treatment, 
for  with  his  previous  history  in  regard  to  his  medical  treatment  Cof  which  I 
was  cogniyant)  I  felt  that  I  (ould  do  but  little  for  him  now  that  he  seemed 
in  the  last  stages  of  some  obscure  nervous  disease. 

When  he  came  into  my  consultation  room  he  was  so  weak,  feeble  and 
emaciated  that  I  felt  as  if  he  would  never  be  able  to  return  to  his  home.  His 
weight  then  was  95  pounds,  having  been  reduced  from  150.  He  had  no  signs  of 
paralysis,  his  reflexes  were  normal,  and  his  only  complaint  being  the  intense 
j)ain  and  spasms  in  the  legs  and  arms  accompanied  with  the  gradually  increased 
weakness. 

Two  weeks  pre^aous,  according  to  statement,  he  contracted  in  addition  to 
the  hoarseness,  a  cold  in  the  head,  and  this  had  gradually  kept  up  until  at 
present  it  was  quite  disagreeable,  having  hardly  sufficient  strength  to  blow  the 
tough  secretions  from  his  nasal  cavities.  His  throat  also,  i.  e.  the  larynx, 
worried  him  considerably  by  being  so  tight  as  to  interfere  with  his  breathing, 
especially  at  night. 

Ej^aminatioii  of  vasal  cavities.  At  the  mucocutaneous  surface  in  both 
nostrils,  the  parts  were  thickened  and  inflamed  from  irritation  produced  by 
the  nasal  discharge.  The  right  cavity  seemed  pretty  well  filled  with  muco- 
jiurulent  secretion.  After  shrinking  the  tissues  with  eocain  and  adrenalin 
and  by  assistance  from  both  patient  and  mvself,  the  cavity  was  fairly  well 
cleaned.  Far  back  on  l)oth  septum  and  middle  turbiual  there  was  a  dirty, 
yellowish    membrane    covering   the    parts    which    extended    also    into    the   naso- 
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pliaiyiix.  A  slight  uiauifestatiou  of  the  same  eouJition  was  found  ou  the  left 
side  Init  not  quite  so  marked.  The  parts  bled  when  some  of  the  membrane 
was  detached.  By  means  of  cotton  on  the  end  of  an  applicator  I  detected 
roughened  and  exposed  bone  high  upon  the  septum  at  its  posterior  free  border 
and  also  the  same  condition  at  the  i>osterior  end  of  the  middle  turbinal  on  the 
same  side,  i.  e.  the  right.  Xone  was  detected  on  the  left.  The  pharynx  showed 
nothing  abnormal,  but  there  was  a  large  amount  of  tough-  yellowish  muco- 
purulent secretion  coming  down  from  the  nasopharynx  and  clinging  to  the 
jiostpharyugeal  wall.*.  It  was  impossible  to  inspect  the  nasopharynx  on 
account  of  the  relaxed  condition  of  the  palate  and  the  gagging  produced  in 
my  efforts  to  use  a  palate  retractor. 

On  inspecting  the  larynx,  I  found  a  beefy -red  swollen  condition  of  the  whole 
laryngeal  mucous  membrane,  the  cords  being  of  the  same  general  color.  The 
membrane  there  and  further  down  in  the  trachea  seemed  to  be  producing  a 
tough,  membranous  secretion  which  it  was  impossible  for  the  patient  to  expel. 
It  gave  the  sound  of  a  "  croupy  cough. ' '  He  had  no  pain  either  in  his  throat 
or  nose,  but  complained  some  of  a  pain  just  at  the  base  of  the  nose  over  both 
frontal  sinuses.  Transillumination  of  these  sinuses  showed  no  shadow  at  any 
point. 

The  objective  picture  here  presented  was  to  me  quite  significant  of  a  specific 
condition,  but  close  inquiry  elicited  not  one  ray  of  such  a  history.  '  I  am  sure 
the  patient  would  gladly  hare  told  me  if  such  had  been  the  case,  knowing  that 
the  treatment  then  would  be  much  more  effective.  I  knew  him  intimately  and 
there  were  few  nieu  who  lived  a  life  of  more  sobriety.  Even  before  his 
marriage  he  was  never  given  to  the  slightest  dissipation.  The  only  other  con- 
dition which  such  sym)itoms  were  likely  to  represent  was  tuberculosis,  and  this 
to  me  almost  seemed  the  correct  diagnosis.  I  had  the  secretion  from  the  nose 
and  throat  examined  but  this  was  negative  for  tubercle  bacilli.  The  loss  of 
weight,  hoarseness,  slight  cough,  were  symptoms  quite  significant,  especially 
after  the  negative  specific  histor-y.  However,  I  knew  that  histories  were  often 
uncertain,  and  as  an  experiment  in  conjunction  with  the  local  treatment  of 
cleansing  and  nitrate  of  silver  applications,  I  put  the  patient  on  the  following 
treatment:  On  account  of  the  poor  appetite  and  atony  of  the  gastric  function, 
he  was  given  ten  drops  of  equal  parts  of  tincture  of  nu.x  vomica  and  compound 
tinct.  of  gentian  in  a  little  water  and  corn  whiskey  before  meals.  After 
eating  meals  he  was  started  on  five  drops  of  a  saturated  solution  iodide  potash 
in  one-half  glass  water,  and  this  was  increased  one  drop  every  day.  On  the 
morning  and  afternoon  he  was  given  an  expectorant  mixture  of  carbonate  of 
ammonia,  fluid  ext.  of  squills,  etc.,  this  being  used  to  soften  and  aid  the 
expulsion  of  the  tracheal  and  laryngeal  secretion.  He  was  not  limited  to  his 
diet,  but  told  to  eat  as  much  nutritious  food  as  possible.  He  was  also  to  use  a 
douche  of  warm  saline  soluticm  in  the  nasal  cavities  three  or  four  tinw^  daily. 

The  next  day  being  very  cold  patient  did  not  report,  but  his  wife  telephoned 
nie  that  a  swelling  had  developed  just  at  the  root  of  his  nose  accompanied  by 
some  pain  on  pressure.  In  the  evening  I  called  and  found  the  patient  sitting 
up  in  a  big  chair  with  a  swelling,  puffy  and  globular  looking,  about  the  si/e 
of  a  walnut,  just  at  the  root  of  the  nose.  It  had  developed  slowly  during  the 
day-.  I  advised  hot  fomentations  every  hour — a  good  saline  internally,  and 
the  other  treatment  to  be  continued  as  i)rescribed.  The  next  day  when  seen 
the  (ulema  or  swelling  had  extended  to  the  lids  of  both  eyes  until  they  could  not 
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be  oiit'iieJ  and  even  down  on  the  cheek  and  nose.  The  original  point  of  the 
swelling  was  beginning  to  subside.  The  day  following  Dr.  Block,  a  neurologist, 
was  called  by  me  in  consultation.  Dr.  Block  made  a  very  thorough  physical 
e.\amiuation  of  his  heart  and  lungs,  muscles,  nervous  reflexes,  and  urinary 
secretions.     This  latter  was  found  to  contain  a  tract  of  albumin  but  no  casts. 

Dr.  Block  was  unable  to  suggest  an\'thing  further  except  to  give  the  patient 
a  mixture  containing  the  bromides,  to  be  taken  at  night  for  his  extreme  ner- 
vousness. Edema  remained  limited  to  the  face,  and  this  gradually  disappeared 
entirely  in  one  week. 

From  this  time  on  the  patient  began  to  improve  and  the  internal  remedies 
were  never  changed,  the  iodide  being  increased  to  fifty  drops  three  times  daily. 
I  saw  him  at  my  office  every  other  day,  cleansed  th(froughly  the  nasal  cavity, 
touched  the  necrosed  condition  in  the  nose  and  nasopharynx  with  a  strong 
solution  of  nitrate  of  silver,  followed  finally  with  a  covering  of  aristol  powder. 
Inhalations  of  terebene  in  bensioinated  albolene  were  given  for  the  larynx  and 
trachea.  One  morning  about  three  weeks  after  the  beginning  of  the  treatment, 
tlie  patient  blew  from  his  nose  a  mass  of  secretion  and  a  small  piece  of  bone 
which  proved  to  be  a  part  of  the  vomer. 

The  patient  was  treated  at  gradually  varying  intervals  until  August  first  of 
1905,  i.  e.  seven  months,  when  he  was  dismissed  apparently  cured  except  that 
lie  was  still"  hoarse  from  the  hyjiertrophied  condition  of  the  laryngeal  mucous 
membrane.  I  tried  astringents  and  sprays,  but  this  seemed  to  do  but  very 
little  good.  The  medicine  was  never  changed  during  the  whole  course  of  treat- 
ment, the  remedies  being  gradually  left  off  with  the  improvement  of  the 
patient 's  condition. 

December  28,  ]90o,  one  year  after  I  first  saw  him  professionally,  he  weighed 
1-50  pounds,  and  with  the  exception  of  slight  hoarseness  he  is  as  well  and  as 
strong  as  at  any  time  during  his  life.  There  is  no  discharge  in  either  the 
nasal  cavities  or  the  nasopharynx.  Up  to  the  present  time  there  has  been  no 
further  trouble.     He  is  still  in  the  best  of  health  now  for  14  years. 

Rcinarls-  This  ease  presents  many  interesting  as  well  as 
oliseure  features.  In  the  beginning  of  the  patient 's  trouble, 
there  were  some  symptoms  of  a  malarial  neuritis,  and  in 
fact  all  the  physicians  consulted  during  the  first  months 
of  his  illness  attributed  the  cause  of  his  indisposition 
to  malaria.  The  very  first  symptom  noted  by  the  pa- 
tient was  a  general  feeling  of  )ualaise  and  loss  of  ai)i)etite.  This 
occurred  during  the  last  months  of  his  residence  in  Shreveport. 
In  ilay,  190-t,  he  returned  to  Atlanta  weakened  in  health  and 
suffering  with  draAving  pains  in  the  muscles  at  the  back  of  his 
nock.  There  Avas  never  any  rise  in  the  bodily  temperature 
tlu-oughout  the  course  of  the  disease,  nor  was  there  at  any  time 
signs  of  jjaresis  in  any  portion  of  the  body.  It  is  just  possible 
that  a  slow  grade  nudtiplc  neuritis  might  produce  some  of  the 
symptoms  in  this  case,  but  my  own  observation  and  that  of  other 
observers  would  not  lead  us  to  such  a  conclusion.  For  indeed 
at  no  tiiiic  durinir  tlic  illness  were  there  signs  of  paresis,  bnt  most 
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proiuiueut  were  the  signs  of  spasms  and  intense  neuralgia  of  the 
sensory  nerves. 

The  diagnosis  of  malarial  iutoxieation  was  certainly  a  most 
natural  one,  and  it  is  still  a  question  in  my  mind  whether  the 
beginning  trouble  could  not  have  been  attributed  to  this  cause. 

The  brilliant  result  obtained  by  the  internal  administration  of 
the  iodide  of  potash  almost  compels  one  to  acknowledge  the 
specific  basis  of  the  whole  constitutional  derangement,  and  yet, 
with  the  exception  of  this  one  fact,  the  good  results  obtained 
by  the  internal  administration  of  the  iodides,  there  was  absolutely 
no  history'  or  symptoms  to  warrant  lis  in  drawing  such  a  conclu- 
sion. I  examined  him  thoroughly  at  the  time,  and  even  since  then 
there  has  not  been  the  slightest  signs  of  glandular  enlargement 
of  any  portion  of  the  body.  No  falling  out  of  the  hair,  no 
symptoms  of  sore  throat,  no  obscure  pains  at  night,  absolutely 
nothing  to  warrant  us  in  suspecting  syphilis  as  the  cause.  So 
foreign  to  my  mind  was  syphilis  as  the  cause  of  the  naso- 
pharyngeal ulceration  at  the  time  of  these  very  active  symptoms, 
that  I  concluded  the  ideeration  was  without  doubt  tubercidar, 
coupled  with  the  great  loss  in  weight  and  the  seeming  involvement 
of  the  bronchial  tubes.  However.  Dr.  Smith,  an  excellent  patholo- 
gist, made  a  thorough  examination  of  the  secretions  with 
absolutely  negative  residts.  His  mother  had  been  treated  for 
years  for  a  superficial  skin  cancer  on  the  forehead,  and  this  is 
still  under  the  constant  observation  of  a  dermatologist. 

Another  symptom  which  was  misleading  to  me  was  the  existence 
of  an  odor  from  the  nose  in  no  wise  characteristic  of  that  expe- 
rienced in  the  case  of  late  tertiary  syphilis  where  the  odor  is 
exceedingly  offensive,  and  especially  where  there  are  areas  of 
necrosed  bone.  Wliile  many  things  point  to  the  correctness  of 
our  diagnosis,  we  must  remember  that  the  administration  of  the 
iodide  of  potash  often  proves  of  benefit  and  even  curative  in  cases 
other  than  syphilis,  as  for  instance  an  alternative  in  vai'ious 
conditions  where  we  can  give  no  better  name  than  "blood 
dyscrasia"  this  remedy  is  often  of  marked  value.  As  an  adjiiuct 
to  the  relief  of  various  inflammatory  exudates  in  the  body,  I  know 
of  no  one  remedy  that  is  of  greater  value. 

Consequently,  because  the  ease  responded  to  the  iodide  of 
potash  and  seemingly  was  brought  to  a  successful  issue  through 
such  administration,  is  no  self-evident  proof  that  we  were  correct 
in  our  diagnosis. 
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'Vhv  question  could  wvy  )iaturally  arise,  was  malarial  intoxica- 
tion tho  jn-iiiial  cause  of  this  physical  derangement  and  did  its 
presence  iu  the  system  so  impoverish  the  blood  and  thereby  the 
nerve  tone  as  to  ])roduce  tlu'  train  of  symptoms  which  occurred 
tlirouiihout  the  coui-se  of  the  disease?  In  my  own  mind  there  is 
such  a  ])ossibilily,  and  yet  in  studying  the  literature  of  any 
similar  case  reported  T  can  find  nothins:  which  would  lead  me 
to  such  an  affirmative  answer.  After  all  that  can  be  said,  the 
history  of  this  case  and  the  results  obtained  by  the  treatment 
certainly  bear  out  the  probable  diagnosis  of  its  specific  character. 

Another  case  evidently  specific  in  character,  occurring  in  my 
practice  several  years  ago,  had  many  obscure  points  in  its 
diagnostic  history,  and  yet  the  final  results  must  load  us  to  the 
same  conclusion  as  was  obtained  in  the  first  case. 

Tlie  Fecoiid  ease  is  tliat  of  a  Mrs.  M.,  age  55,  widow.  This  patient  was  a 
woman  of  most  excellent  standing.  She  was  the  mother  of  four  children,  all 
of  w-hom  were  nnusually  robnst  in  their  physical  growth.  The  family  history 
preclnded  any  idea  of  specific  taint.  The  father  and  husband  died  several 
j'ears  ago  of  typhoid  fever.  The  patient  had  always  enjoyed  the  best  of 
health  and  had  never  suffered  from  any  of  the  feminine  complaints. 

Present  hif:tori/.  In  April,  lOO.S,  patient  consulted  me  on  account  of  a  cold 
in  the  head  which  had  been  present  for  two  weeks  and  which  did  not  improve 
after  the  use  of  all  the  ordinary  remedies.  Her  chief  complaint  was  a  stuffiness 
and  inability  to  breathe  comfortably  through  the  nasal  cavities.  There  had 
been  some  symirtoms  of  tenderness  about  the  external  part  of  the  nose  when- 
ever the  handkerchief  was  used.  With  this  exception  her  general  health  was 
perfect  and  there  had  been  no  signs  of  constitutional  derangement. 

Examination  showed  some  swelling  of  the  whole  outside  of  the  nose  giving 
lier  the  apjiearance  of  the  so-called  ' '  frog-face. ' '  Nasal  respiration  was  diffi- 
cult, producing  the  whi.stling  sounds  so  characteristic  of  an  intranasal  swelling. 
On  examination  with  reflected  light  the  anterior  part  of  the  sejitum  was  thick- 
ened and  edematous  resembling  very  much  the  appearances  seen  in  an  abscess 
of  the  septum.  This  could  not  be  reduced  to  any  appreciable  extent  by  the 
use  of  cocain  and  adrenalin.  The  outer  walls  including  the  turbinates  were 
only  slightly  swollen.  There  was  no  history  of  traumatism.  This  was  before 
the  time  of  the  Wassermann  test  and  hence  this  could  not  be  used.  The  question 
of  malignancy  could  very  readily  be  suggested.  There  was  no  bleeding  when 
the  septum  was  touched  and  only  the  thick  leathery  sensation  was  imparted  to 
the  nasal  applicator.  There  was  very  little  space  left  between  the  septum  and 
the  outer  walls.  The  pharynx  and  nasopharynx  were  absolutely  normal  iu 
appearance.     No  glandular  enlargements  could  be  elicited. 

TTowever  the  latter  seemed  to  me  the  most  probable  diagnosis  from  all  the 
clinical  features  of  the  ease. 

Trentmeiit  niid  rcsiilt.s.  The  ]iatient  was  placed  upon  rapidly  increasing 
doses  of  the  iodide  of  potassium.  The  fact  that  this  medicine  was  tolerated 
with  the  gi'eatest  ease  indicated  somewhat  that  the  condition  would  respond  to 
this  line  of  treatment.     Almost  immediately  the  parts  responded  and  in  a  few 
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ilavs  the  patient  began  to  loose  the  stuffy  feeling  in  the  nose  and  respiration 
became  mueli  easier.  No  other  treatment  was  used  with  the  exception  of  au 
oil  spray  which  was  only  for  comfert. 

The  treatment  was  continued  for  three  months,  at  the  end  of  which  time 
the  nasal  cavities  were  perfectly  normal  in  appearance  and  up  to  this  time, 
1.3  years,  tliere  has  been  absolutely  no  return  of  this  or  any  other  condition 
resembling  a  complication  of  specific  dyscrasia. 

Remarks.  Of  the  certainty  of  diagnosis  there  of  course  may  be 
some  iliflPerenee  of  opinion,  but  the  resiilts  obtained  by  the  use  of 
the  iodide  of  pota.ssium  would  rather  indicate  the  specific  nature 
of  the  affection.  As  Avas  stated  at  the  beginning  of  this  paper, 
the  writer  believes  that  there  are  many  obscure  lesions  in  the  nasai 
cavities  which  have  their  dependence  upon  sj'philis.  It  i.snot 
always  necessary  to  look  for  ulcerations  and  even  destructive 
processes  in  order  to  have  a  picture  of  nasal  syphilis.  ]\Ianifesta- 
tions  of  specific  lesions  in  the  nose  resemble  many  other  affections, 
and  the  fact  that  we  sometimes  get  such  poor  results  in  intranasal 
operations  may  have  its  real  cause  in  a  failure  to  recognize  a 
constitutional  systemic  dyscrasia  which  in  one  word  is  syphilis. 
The  rhinologist  who  waits  for  tjT)ical  text-book  pictures  of  lesions 
or  is  entirely  dependent  upon  clinical  tests  will  fail  in  many 
instances  to  bring  about  a  .successful  resiilt.  The  obscure  ramifica 
tious  of  the  s.\q)hilitic  virus  are  manifold  in  character,  and  we  can 
never  be  too  diligent  in  instituting  anti-specific  treatment  if  no 
other  cause  for  the  condition  can  be  found. 

Congestion  and  edema  of  the  nasal  mucous  membrane,  as  is 
sometimes  found  in  the  early  stages  of  syphilis,  very  frequently 
resembles  those  cases  of  vasomotor  rhinitis  in  all  its  manifold 
s.^anptoms. 

A  typical  case  of  this  Idnd  occured  in  my  practice  three  years  ago.  Mrs. 
E.  E.  L.,  age  44,  consulted  me  in  Feb.,  1915,  with  what  she  denominated  a 
severe  cold  in  the  head.  Patient  was  confined  to  her  bed  complaining  chiefly 
of  the  inability  to  breathe  through  the  nose,  frontal  headache,  sneezing,  all  the 
symptoms  of  acute  rhinitis.  Patient  said  she  had  been  having  periodic  attacks 
of  this  kind  for  the  last  year. 

Examination  showed  congested  and  edematous  turlunates  with  a  serus 
discharge.  T'nder  local  applications  of  cocain  and  adrenalin  the  membrane 
was  with  difliculty  contracted.  The  writer  has  always  found  such  a  condition 
characteristic  of  vasomotor  rhinitis  and  syphilitic  congestion.  Ordinary 
rhinitis  will  show  contraction  immediately  under  cocain  applications  thus  differ- 
ing from  the  two  former  conditions.  The  usual  treatment  was  instituted  but 
with  slow  and  imperfect  results.  The  patient  was  xmder  the  writer 's  care  for 
several  weeks  and  it  was  only  by  continuous  treatment  that  she  was  made  even 
partially  comfortable.  The  greatest  complaint  being  the  stenosed  condition  of 
the  nasal  cavities  at  night.  This  was  relieved  during  the  day  especially  when 
the  patient  was  out  in   the  open.     A  symptom  still  further  characteristic   of 
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vasomotor  rhinitis.  It  seemed  as  if  this  latter  condition  was  the  proper 
diagnosis.  However  the  patient 's  progress  was  exceedinglv  slow  and  there  were 
re|  eated  exacerbations  of  all  the  nasal  symptoms.  An  examination  made  two 
months  after  the  first  observation  of  the  patient  revealed  a  small  superficial 
ulcer  on  the  septiun  opposite  the  middle  turbinate  on  the  left  side.  Syphilis 
had  not  been  suspected  on  account  of  the  excellent  social  standing  of  the 
patient.  A  Wassermann  was  immediately  made  which  was  returned  plus  three 
positive.  This  patient  was  immediately  placed  upon  rapidly  increasing  doses 
of  the  iodide  potassium  with  a  corresponding  improvement  of  her  condition. 
The  ulcer  healed  immediately  and  complete  relief  from  all  the  symptoms  of 
nasal  stenosis  rapidly  disappeared  together  with  the  accompanying  vasomotor 
disturbances. 

It  is  now  three  years  since  this  attack  and  the  patient  has  had  no  further 
trouble. 

Ill  eouelusiou,  the  writer  cauiiot  urge  too  strongly  the  impor- 
tance of  tlie  syphilitic  virus  as  the  fundamental  cause  of  many 
obscure  rhinologieal  conditions  which  resist  the  ordinary  treatment. 
Nor  should  we  be  governed  entirely  by  such  tests  as  the  Wassermann 
in  directing  us  to  the  proper  line  of  treatment.  During  the  last 
twenty  years  the  writer  as  the  head  of  a  large  free  clinic  where  the 
majority  of  patients  are  negroes  and  where  he  has  seen  syphilitic 
lesions  of  every  known  variety,  he  has  adhered  entirely  to  the  old 
treatment  of  iodide  of  potassium  and  mercury  and  with  few  excep- 
tions the  results  have  been  entirely  satisfactory  if  this  treatment  is 
given  from  year  to  year. 

DISCUSSION. 

Tr.  Chailes  \V.  liithaid.soii,  Washington.  D.  C.  suggested  the  wisdom, 
in  such  cases,  of  eliminating  all  thought  of  the  social  position  of  the 
patient.  Any  human  being  was  subject  to  invasion  by  syphilis. 
Acquired  syphilis  among  clergymen  and  congenital  syphilis  in  the  off- 
spring of  clergymen  was  not  unknown,  as  his  own  case  records  showed. 

Dr.  Lewis  A.  CDftin,  New  York  City,  had  frequently  found  the  voice 
a  very  reliable  indication  of  the  presence  of  syphilis  involving  the  nasal 
structures.  There  was  a  peculiar  nasal  sound  in  the  voice  under  these 
circumstances.  He  could  recall  several  cases  in  which  the  diagnosis 
of  syphilis  had  lieen  made  from  the  voice,  in  one  instance  liefore  he 
had  seen  the  patient,  and  laboratory  tests  had  substantiated  this  diag- 
nosis in  every  case. 

Dr.  Joseph  H.  Abraliani,  New  York  City,  agreed  with  the  essayists 
regarding  the  frequency  of  this  affection.  He  was  reminded  of  what 
Chiari,  of  Vienna,  had  said  some  years  ago,  in  presenting  cases  of 
obscure  lesions  of  the  upper.respiratory  tract:  "When  in  doubt,  treat 
the  patient  for  syphilis."  About  ninety  per  cent,  of  cases  of  this  cate- 
gory were  syphilitic  conditions.  He  refrained  from  using  the  douche 
in  such  cases.  If  salvarsan  were  administered  for  syphilis  involvin.g 
the  antrum,  septum,  and  neighboring  structures,  care  should  be  taken 
with  regard  to  the  dose  employed,  beginning  with  a  small  dose,  about 
0.2. 
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Dr.  J.  W.  Jen-ey,  Greenville,  S.  C,  quoted,  in  this  connection,  the 
epigrammatic  declaration  of  a  great  teacher:  "Know  syphilis  in  all 
its  manifestations,  and  what  remains  to  be  learned  will  not  stretch 
the  piamater  of  a  megalocephalic  senior  medical  student." 

Dr.  Walter  B.  Joluison,  Paterson,  X.  J.,  thought  this  case  suggested 
the  need  for  coordination  in  medical  work.  The  axiom,  "Treat  them 
for  syphilis,"  seemed  to  apply  in  other  specialties,  but  had  not  been 
appropriated  by  some  who  treat  this  particular  class  of  cases. 

Dr.  Roy,  in  closing  the  discussion,  reiterated  that  there  were  many 
manifestations  of  syphilis  in  the  nose  which  were  not  recognized,  and 
for  that  reason  the  cases  did  not  recover.  He  cited  a  case  of  a  woman 
who  had  vasomotor  rhinitis  and  a  corrugated  condition  of  the  nasal 
mucous  membrane.  He  put  her  on  iodide  of  potash  and  it  cleared  up. 
Another  physician  had  recommended  submucous  resection.  The  corru- 
gated appearance  of  the  mucous  membrane  indicated  a  constitutional 
dyscrasia.  In  many  instances  the  condition  was  obscure  so  far  as  tre.'it- 
ment  was  concerned,  but  further  investigation  would  reveal  the  specific 
basis. 


THIRD  YEAR  OBSERVATIONS  OF  CLINICAL  OZENA  AND 
ITS  VACCINE  TREATMENT. 

Ry  HENRY  HORN,  M.  D.,  and  ERNST  ALBRECHT  VICTORS,  M.  D., 
San  Francisco,  Cal. 

Introduction. 

Ill  the  past  year  our  investigations  relative  to  fetid  ozena  have 
been  chiefly  clinical.  Onr  work  has  been  considerably  enhanced 
by  virtue  of  the  prize  award  of  the  Pacitie  Coast  Oto-Ophthalmo- 
logical  Society,  whereby  we  were  enabled  to  procure  suitable 
cagings  for  the  animals  used  iu  these  studies.  We  have  enjoyed, 
also,  the  co-operation  of  many  rhinologists  throughout  the  country 
and  take  this  means  of  thanking  them  for  the  submission  of 
material  for  bacteriologie  study,  for  clinical  data  of  cases  under 
observation,  and  for  many  valuable  suggestions  pertaining  to  our 
work.  In  order  to  acquire  a  broader  expression  of  the  clinical 
aspects  of  atrophic  rhinitis,  and  to  determine  what  general  value 
has  been  attained  through  vaccine  therapy  in  this  condition,  a  com- 
prehensive questionaire  has  been  submitted  to  all  interested  in  this 
subject. 

In  our  previous  bacteriologie  studies  we  were  impressed  by  the 
striking  resemblance  of  the  eoecobacillus  foetidus  ozenae  of  Perez 
to  B.  bronchosepticus,  the  specific  organism  of  canine  distemper. 
To  facilitate  the  bacteriologie  nomenclature  we  had  deemed  it  ad- 
visable to  group  the  eoecobacillus  of  Perez  with  B.  bronchosepticus 
and  proposed  its  designation  as  B.  rhinosepticus  as  a  more  fitting 
appelatiou.  This  change  in  name  we  have  followed  in  our  recent 
eontril)utions  upon  this  subject. 

It  was  our  purpose  to  limit  our  investigations  along  certain 
specific  lines  and  to  determine : — 

1.  The  existence  of  different  types  of  ozena  upon  a  bacterio- 
logie basis,  and  to  establish  the  relationship  of  atrophic  rJiinitis 
to  accessory  sinus  disease. 

2.  The  clinical  relationship  ofB.  rliiuosepticus  and  the  B.  Fried- 
lander  group  to  ozena. 

3.  The  value  of  spoeific  vaccine  therap\-  in  the  various  types 
of  atrophic  rhinitis. 
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We  have  tabulated  these  results  and  note  a  considerable  degree 
of  similarity  in  expressions  of  the  clinical  aspects  of  ozena  as  well 
as  results  attained  through  vaccine  administration.  The  brevity 
of  questionaire  answers  can  not  fully  allow  individual  expression 
and  we  are  therefore  incorporating  in  this  report  such  personal 
communications  as  are  pertinent  and  more  illuminating  to  the  sub- 
ject in  hand. 

Clinical  Differextiatmn  of  Types. 

It  appeal's  apparent  that  tlie  inclination  to  group  all  types  of  atro- 
phic rhinitis  with  crusting  and  odor  as  fetid  ozena,  and  to  consider 
them  from  the  same  etiologic  viewpoint,  or  apply  to  them  the  same 
therapeutic  measures,  is  obviously  incorrect.  In  our  previous  com- 
munication on  this  subject  we  laid  stress  upon  accessory  sinus  in- 
volvement as  complicating  fetid  atrophic  rhinitis,  and  presented 
such  baeteriologic  studies  to  demonstrate  the  constant  presence  of 
B.  rhiuosepticus  or  some  type  of  the  B.  mueosus  capsulatus  group 
in  all  cases  of  fetid  atrophic  rhinitis.  We  are  convinced  that  in 
these  cases  the  accessory  sinuses  are  too  frequently  disregarded, 
and  that  turbinal  atrophy  is  at  times  a  secondary  process.  JMe- 
chanical  intranasal  distortion,  allowing  accumulation  and  organi- 
zation of  secretions,  might  create  a  favorable  environment  for 
bacterial  lodgement,  especially  for  the  Friedlander  organisms. 
Permanent  escape  of  the  accessory  sinuses  from  infection  from  a 
chronically  infected  contiguous  membrane,  seems  hardly  possible. 
In  more  than  fifty  per  cent,  of  cases  of  fetid  atrophic  rhinitis 
under  study  there  was  definite  accessory  sinus  involvement,  es- 
pecially of  the  sphenoidal  and  ethmoidal  cells.  Whatever  the 
nasal  pathology  may  be,  its  imjiortance  seems  distinctly  sub- 
ordinate to  the  condition  of  the  contributal  nasal  chambers,  and 
demands  a  different  consideration  from  fetid  atrophic  rhinitis 
simplex. 

Whilst  a  certain  contiict  of  bacterial  entities,  namely  B.  rhiuo- 
septicus and  the  Friedlander  group  organisms,  still  prevails  in 
culture  findings,  the  constant  presence  of  one  of  these  types  in  all 
cases  of  true  atrophic  rhinitis  (fetidus)  lends  encouragement  to 
the  establishment  of  a  bacterial  cause. 

There  is  still  a  third  group,  presenting  some  odor,  a  thickened 
dirty  mucoid  secretion  rather  than  crusting,  and  turbinate  hyper- 
trophy rather  than  atrophy.     Sinus  involvement  may  or  may  not 
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coexist.  The  organism  rhinosepticus  is  never  recovered  from 
these  cases  although  the  Friedlander  bacillus  is  not  infrequently 
isolated  in  luxuriance.  There  appears  to  be  neither  clinical  nor 
liacteriologieal  foundation  for  grouping  such  eases  with  fetid 
atrophic  rhinitides. 

Ci.iNiCAL  Relationship  of  B.  Rhinosepticus  and  B.  Friedlander 
Group  to  Ozena. 

In  our  previous  communication  on  this  subject  we  were  inclined 
to  ascribe,  from  the  bacteriologic  viewpoint,  to  B.  rhinosepticus 
the  sole  etiologic  role  in  clinical  ozena.  B.  Friedlander  was  looked 
upon  as  a  secondary  invader.  Although  the  co-isolation  of  B. 
rhinosepticus  was  noted  in  a  few  instances  of  Friedlander  cases, 
the  latter  organism  seemed  destined  to  dominate  the  entire  bac- 
terial stage — an  end  reaction  of  immutual  symbiosis.  There  have 
arisen  as  yet  no  impressions  to  indicate  a  recession  from  such  as- 
sumption. The  final  solution  of  this  pi'oblem,  however,  must  rest 
upon  bacteriologic  experimentation.  These  have  not  as  yet  been 
sufficiently  advanced  to  warrant  definite  conclusions. 

Certain  clinical  results,  also,  tend  to  emphasize  the  etiologic  im- 
portance of  B.  rhinosepticus  in  that  improvement  usually  occurs 
in  cases  of  fetid  ozena  from  which  both  organisms  are  isolated, 
under  rhinosepticus  vaccine  treatment,  but  no  results  have  ever 
been  obtained  with  even  an  autogenous  Friedlander  vaccine.  Even 
frank  Friedlander  infection  cases  at  times  respond  gratifyingly  to 
rhinosepticus  vaccine  although  the  marked  failures  and  most  dis- 
couraging results  have  always  been  in  cases  of  seemingly  pure  B. 
I'riedlander  infection  with  extensive  accessory  sinus  disease.  Again, 
in  a  considerable  number  of  instances,  initially  giving  plate  colonies 
of  B.  Friedlander  and  absence  of  B.  rhinosepticus,  was  the  rhino- 
septicus organism  isolated  after  several  injections  of  this  vaccine. 
We  offer  in  explanation  of  this  occurrence  the  theory  of  focal 
activation  of  a  deeper  or  higher  seat  of  infection. 

Reference  has  been  made  to  the  common  existence  of  Friedlander 
bacilli  in  rhinitis  when  associated  with  accessory  sinus  involvement. 
Tills  organism  often  appears  to  persist  in  pure  culture  under  such 
conditions.  We  are,  though,  mindful  of  the  probable  priori  sinus 
invasion  by  rhinosepticus,  or  that  secretions  are  mechanically  ar- 
rested through  atrophy  and  enlargement  of  tlie  nasal  chambers, 
creating  an  ultimate  Friedlander  habitat. 
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Persistent  negative  B.  rhinoseptieus  findings  in  non-fetid  atrophic 
rliinitis,  elironic  liypertrophic  rhinitis,  sinusitis  without  odor  and 
normal  individuals,  is  one  of  the  strongest  arguments  presenting 
itself  in  determining  the  etiologic  relationship  of  this  organism.  In 
the  past  year  a  consistent  endeavor  has  been  made  in  determining, 
from  a  clinical  standpoint,  whether  or  not  this  organism  might  be 
but  a  simple  saprophytic  entity.  Baeteriologic  findings  have  been 
uniformly  negative.  Of  interest  also  is  the  paucity  of  bacteria  noted 
in  non-fetid  nasal  affections  and  in  the  nasal  cavities  of  normal  in- 
dividuals. 

We  have  as  yet  pursued  no  definite  lines  of  investigation  in  de- 
termining the  modus  and  means  of  infection.  We  are,  though,  in- 
clined to  support  the  original  contention  of  Perez  in  that  the  disease 
is  acquired  from  dogs.  This  hypothysis  is  apparently  negatived  in 
the  clinical  charts  herewith  presented,  nevertheless  we  feel  that 
the  question  of  animal  pets  has  been  too  closely  answered  in  that 
through  the  general  domestication  of  the  dog  a  much  more  liberal 
contact  has  been  indulged  in.  An  interesting  case  in  point  of  con- 
tact and  possible  bacterial  communication  has  come  to  our  attention. 
A  mother  and  child  presented  themselves  with  definite  clinical  ozena. 
On  interrogation  it  was  found  that  a  pet  dog  was  afflicted  with  a 
chronic  nasal  catarrh,  which  condition  preceded  that  of  the  humans. 
Baeteriologic  examinations  revealed  a  B.  rhinoseptieus  infection  in 
the  mother  and  child  and  a  B.  bronchosepticus  infection  in  the  dog 
— apparently  a  distemper  carrier.  We  are  as  yet  compelled  to  re- 
serve comment  upon  these  findings. 

We  do  not  find  the  isolation  of  B.  rhinoseptieus  encumbered  with 
any  difficulties  and  are  becoming  more  and  more  rigid  in  our  de- 
mand for  the  demonstration  of  this  organism  in  sustaining  the 
diagnosis  of  true  ozena.  During  the  year,  343  specimens  wei'e  sub- 
mitted for  baeteriologic  study.  These  cases  embrace  the  entire 
gamut  of  intrarhinal  pathology  as  well  as  a  certain  group  of  in- 
dividuals with  normal  nasal  nuieous  membranes.  Of  this  number 
the  cultures  from  126  cases  showed  B.  rhinoseptieus — all  clinically 
true  ozcnas — and  76  cases,  a  portion  of  which  were  apparently 
true  ozena,  gave  exclusive  B.  Priedlander  cultures.  Of  twenty-two 
of  the  B.  rhinoseptieus  culture  cases  were  cultures  mixed  with  B. 
Friedlander.  B.  pyocyaneus  was  present  in  four  instances.  The 
presence  of  this  organism  makes  the  isolation  of  other  organisms 
difficult  and  often  impossible.  One  hundred  thirty-seven  cases  were 
negative  to  either  B.  rhinoseptieus  or  B.  Friedlander  and  were 
often  sterile. 
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TABLE     I. 


BACTERIOLOGIC.  SUMMARY  OF  NASAL  SECRETION'S  EXAMINED 
DURING  THE  PAST  YEAR,  INCLUDING  CASES  OF  TRUE 
ATROPHIC  RHINITIS,  NON-ATROPHIC  RHINITIS  AND  NORMAL 
INDIVIDUALS. 

B.  Rhinosepticus: 

Alone    104 

With    Friedlander 22 

Total 126 

B.   Friedlander: 

Alone    76 

With    Rhinosepticus 22 

Total ■ 9  S 

B.   Pyocyaneiis 4 

Negative  to  B.  Rhinosepticus,  or  B.  Friedlander  or  Sterile 

Gases 137 

Total 343 

Vaccine  Ther.vpy. 

We  deem  it  a  far  cry  to  attempt  to  establish  the  etiologie  re- 
lationship of  a  microorganism  to  a  certain  disease  through  clinical 
results  obtained  by  injections  or  suspensions  of  the  killed  organism 
in  question.  The  fundamental  purport  of  our  investigation  has 
been  one  of  etiology.  On  the  other  hand,  whilst  appreciating  the 
caution  necessary  in  attempting  to  establish  the  causal  relationship 
of  a  certain  microorganism  to  a  definite  morbid  process,  we  have  in- 
clined to  vaccine  therapy  in  the  hope  of  finding  some  more  potent 
weapon  of  combat  against  this  obnoxious  disease,  to  strengthen  our 
heretofore  limited  and  unpromising  mea.sures  of  relief. 

Wliether  or  not  the  rhinosepticus  vaccine  is  specific,  or  through 
the  parenteral  digestion  of  a  foreign  protein  the  colloidal  dispersion 
renders  a  mobilization  of  ferments,  thereby  elevating  the  titre  of 
infection  resistance,  is  a  moot  point  in  biology  still  to  be  determined. 
We  are  dealing  with  a  focal  infection,  distinctly  insidious  and 
chronic.  Intravenous  vaccine  injections  have  produced  a  transient 
leueocytosis  and  constitutional  reaction  ^vithout  in  any  way  in- 
fluencing the  intranasal  conditions.  Subcutaneous  injections  have, 
on  the  contrary,  afforded  us  promise  of  amelioration  of  the  mani- 
festations of  a  heretofore  hopeless  malady.  Clinical  improvement 
is  the  common  response.  Clinical  cures  have  been  rare  in  that  re- 
lapse after  discontinuance  of  treatment  is  not  infrequent.  Bacteri- 
ologic  cures,  except  in  one  or  two  instances,  have  never  been  ob- 
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tained.  Ample  drainage  in  conjunction  with  vaccine  administration 
appears  to  be  the  most  fruitful  method  of  treatment,  where  there  is 
accessory  sinus  involvement. 

Incident  to  a  scattered  and  dissociated  therapeutic  investigation, 
and  with  an  aim  at  uniformity,  a  certain  empiricism  must  of  neces- 
sity obtain.  In  .supplying  a  vaccine  quite  generally  throughout  the 
country  for  the  treatment  of  ozena,  we  have  prescribed  such  out- 
lines of  administration,  in  reference  to  dosage  and  injection  interim, 
as  were  suggested  by  our  own  experience.  We  have  advised  as  an 
initial  injection  about  200,000,000  killed  organisms,  increasing  this 
and  subsequent  doses  by  200,000,000  every  fourth  day.  Such  dose 
first  preceding  that  inductive  of  constitutional  reaction  is  termed 
the  dose  of  tolerance.  This  usually  occurs  between  the  administra- 
tion of  the  600,000,000  to  1,000,000,000  dose.  The  interim  of  in- 
jection is  now  lengthened  to  seven  days  and  the  doses  increased 
about  250,000,000. 

In  the  main,  the  treatment  of  our  own  cases  has  followed  this 
outline.  We  have  found  it  necessary,  though,  to  exercise  a  consi- 
derable watchfulness  of  the  patients'  individual  variation  in  regards 
to  idio.syncracy,  susceptibility  and  toleration.  Some  patients  seem 
unable  to  tolerate  small  doses  of  vaccine  but  after  a  persistent  en- 
deavor take  relatively  large  doses  witliout  discomfort.  Some  show 
no  improvement  through  this  method  of  therapy  until  excessiveh 
large  doses  are  reached,  whilst  we  have  noted  an  occasional  patient 
respond  clinically  only  to  small  doses  and  with  marked  and  dis- 
comforting nasal  manifestations  on  large  doses.  In  other  words,  it 
is  our  impression  that  the  vaccine  treatment  of  ozena  parallels  that 
of  most  other  insidious  and  relatively  benign  infections.  We  ha\v> 
not  as  yet  a  suitable  measure  or  index  of  immologic  response  other 
than  our  clinical  sense.  The  vaccine  therapy  of  ozena  is  encum- 
l)ered,  and  the  negative  results  encountered,  like  unto  the  chronic 
infections  in  general. 

Abstract  op  Case  Reports. 

The  responses  to  a  questionaire  submitted  by  us  to  those  having 
used  the  vaccine  prepared  by  us  during  the  past  year  were  on  the 
whole  very  satisfactory.  About  35  records  were  filled  out  with. 
sufficient  detail  upon  which  reliable  conclusions  could  be  based. 

It  would  appear  from  these  answers  that  ozena  is  a  widespread 
disease,  prevalent  in  all  parts  of  the  United  States,  afflicting  rich 
and  poor,  children  and  the  middle  aged,  those  in  urban  and  rural 
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eoiimiunities,  and  sliowiiig  no  clioit'e  or  disregard  to  occupation  and 
vocation.  Nor  does  it  appear  that  the  disease  has  a  predilection  for 
those  living  in  a  questionable  hygienic  environment. 

From  various  sources  we  gather  the  impression  that  many  cases 
of  ozena  have  been  neglected  owing  to  unpi-omising  measures  for 
relief  at  disposal,  and  that  the  ozena  patient  was  rather  looked  upon 
as  an  unwelcome  visitor.  Latterly  there  appears  to  be  a  distinct 
revival  of  interest  in  this  subject  as  well  as  a  keener  appreciation  of 
the  importance  of  associant  accessory  sinus  imvolvement.  Liberally 
discounting  our  own  zeal  in  advancing  a  vaccine  for  the  treatment 
of  these  cases  and  the  general  enthusiasm  engendered  by  any  new 
therapeutic  measure,  it  nevertheless  appears  that  the  results  of  treat- 
ment by  means  of  vaccine  have  been  on  the  whole  satisfactory  and 
in  some  instances  brilliant. 

A  general  survey  of  the  clinical  comments  of  other  observers  and 
their  vaccine  results  check  remarkably  well  with  our  own  experi- 
ences. Clinical  cures  have  been  claimed  with  reservation  and  many 
relapses  have  been  noted.  Li  table  attached  are  shown  the  end 
results  of  vaccine  treatment  of  cases  reported  by  us  in  our  previous 
comnmnication. 

Briefly  summarizing  the  salient  features  of  clinical  ozena  we  may 
conclude  as  follows : — 

Family  history:  There  is  an  apparent  negation  to  the  fact  of  the  frequent 
infection  of  other  members  of  the  same  family. 

Infection  from  animals:  As  charted  it  apjiears  that  the  possibility  of 
infection  from  lower  animals,  especially  dogs,  is  decidedly  remote.  We  feel, 
however,  that  too  strict  an  interpretation  of  animal  contact  and  animal  pets 
has  been  indulged  in  that  the  domestication  of  the  dog  is  a  most  common 
custom  in  this  country.  "SVe  feel  that,  upon  a  bacteriologic  basis  at  any  rate, 
the  original  contention  of  Perez  will  ultimately  be  proven  to  be  the  truth. 

Odor  detected  by  patients:  The  previously  held  belief  that  patients  with 
ozena  of  long  standing  ultimately  loose  the  ability  of  detecting  their  own  odor 
is  apparently  incorrect. 

Characteristic  odor:  The  odor  from  ozena  patients  is  so  variously  described 
that  it  appears  impossible  to  eorrectl}'  qualifj-  it.  AVe  have  at  times  been 
inclined  to  note  an  odor  as  "not  characteristic"  and  be  supported  by  negative 
bacteriologic  findings.  On  the  other  hand,  the  organism  of  Perez  has  been 
isolated  when  no  odor  whatsoever  existed.  The  inclination  is  to  ascribe  the 
odor,  both  in  character  and  degree,  to  the  extent  of  atrophy  and  possibilities 
of  drainage  rather  than  to  the  products  of  the  activities  of  the  causal  micro- 
organisms. 

Characteristic  crusts:  There  are  no  characteristic  crusts  in  ozena.  The  type 
depends  upon  the  age,  extent  of  the  process,  and  the  mechanics  of  the  intra- 
nasal condition.  In  the  very  old,  highly  atrophic  cases,  the  flaky  white  crusts 
simply  represent  the  normal  condition  for  a  given  amount  of  atrophy. 


CLINICAL  OZENA.  225 

Atrophy:  In  old  cases  atrophy  is  almost  invarialily  bilateral.  We  bare, 
however,  every  reason  to  believe  that  a  unilateral  ozena  can  exist. 

Accessory  sinuses:  In  85%  of  our  cases  was  involvement  of  the  accessory 
sinus  more  than  probable.  This  point  has  been  discussed  elsewhere  in  this 
jiajier.  We  think  it  highly  probable  that  in  every  ease  the  sinuses  are  invaded 
by  the  offending  organism  and  no  form  of  treatment  can  be  considered  which 
does  not  give  proper  weight  to  this  fact.  The  frontals,  because  of  the  difficulty 
of  examination,  we  know  nothing  about,  the  other  sinuses  seem  about  equally 
involved. 

CUvical  probahilitifs  hefore  bacteriolopival  examination :  It  would  seem  that 
there  is  a  certain  clinical  complex  characteristic  of  bacillus  rhinosepticus  ozena. 
In  our  26  cases,  judged  before  the  bacteriological  study,  only  three  mistakes 
were  made  as  to  the  true  bacteriological  nature  of  the  complaint.  This  would 
seem  to  indicate  that  the  oiena  due  to  bacillus  rhinosepticus  and  Friedlander 
group  are  clinical  entities  and  should  be  classed  as  such  in  contradistinction  to 
marked  atrophic  rhinitis  with  odor  and  crusts  due  to  syphilis,  tuberculosis 
and  other  constitutional  diseases. 

Vaccine  Injection — The  average  number  of  injections  used  ranges  around 
15.  The  improvement  was  usually  noted  by  the  fourth  injection  and  con- 
tinued up  to  the  12th  or  1.5th.  From  then  on  it  seems  to  settle  itself  down  into 
a  long  process  of  supplying  the  patient  with  enough  antibodies  to  keep  the 
disease  well  under  control  and  in  some  cases  can  be  continued  indefinitely 
with  good  results. 

Character  of  Seaction — With  proper  vaccines,  given  in  proper  doses  the  re- 
action is  never  severe.  Marked  symptoms  are  to  be  avoided.  The  best  results 
are  obtained  where  one  remains  just  under  the  reaction  point.  The  seven  day 
interval,  after  the  proper  dose  has  been  reached,  seems  to  be  the  most  con- 
venient and  most  useful. 

Sesults — Although  our  main  interest  in  the  study  of  o?ena  during  the  last 
three  years  has  been  largely  confined  to  the  question  of  etiology  and  clinical 
pathology,  general  interest  seems  to  be  in  the  results.  The  beneficial  results 
of  vaccine  treatment  were  marked  in  the  great  majority  of  cases.  End 
results  or  the  permanencj'  of  clinical  cure  have  been  difficult  to  establish 
owing  to  the  fact  that  certain  cases  were  lost  from  observation  when  crusting 
and  odor  disappeared.  Thus  in  23  cases  treated  in  Chart  II  of  our  last 
year's  report,  13  noted  as  clinical  cures  did  not  return  for  treatment. 

Summary  of  1016  Sesults,  StUl  Under  Observation — Case  1,  the  priest,  who 
was  obliged  to  douche  his  nose  every  few  hours  in  order  to  carry  on  his  con- 
fessional work,  has  had  no  return  of  symptoms  as  far  as  crusting  and  head- 
aches— but  from  time  to  time  notices  a  slight  odor,  easily  controlled  by  an 
occasional  douche. 

Case  2,  remains  a  clinical  cure,  without  crusts  and  odor  and  never  has  to 
douche  the  nose.     The  B.  rhinosejiticus  can  always  be  demonstrated. 

Case  3,  one  of  the  most  evil  smelling  of  this  series,  remains  clinically  cured 
without  any  local  treatment.  This  person  could  not  be  admitted  to  the 
reception  room  on  account  of  the  foulness  of  odor. 

Cases  10,  11  and  12,  mother  and  two  children,  remain  about  the  same. 
The  treatment  has  been  almost  continuous  throughout  the  year.  Because  of 
positive  comyilement  fixation  test  for  tuberculosis  it  is  possible  we  are  dealing 
with  a  latent  tuberculosis  which  may  aci'ount  for  the  poor  result. 
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Case  14,  a  young  woman  whose  engagement  was  broken  on  account  of  the 
odor,  has  remained  a  remarkable  e'.inieal  but  not  a  bacteriological  cure.  The 
girl  married  her  former  aifianced  and  considers  herself  cured. 

Case  21,  Sister  P.,  three  years  under  treatment  for  iiansiuusitis,  remains 
clinically  but  not  baeteriologically  cured.  She  has  had  no  vaccine  treatment 
for  the  past  year. 

Case  22,  dentist,  was  obliged  to  limit  his  practice  on  account  of  the  odor, 
remains  a  permanent  clinical  cure.  He  has  had  one  or  two  short  vaccine 
treatments  throughout  the  year  and  still  gives  a  positive  B.  rhinosepticus. 

Thus  it  will  be  seen  that  e^ery  ease  in  Chart  II  reported  as  clinical  cures 
have  remained  so,  a  very  satisfactory  record.  The  constant  presence  of  the 
B.  rhinosepticus  shows  that  these  cures  are  not  permanent  but  that  antibodies 
must  be  supplied  indefinitely  in  the  form  of  small  doses  of  vaccines,  repeated 
at  intervals,  for  an  indeterminate  period. 

Chart  III  contained  9  eases,  8  Friedlander  o?ena  treated  with  our  vaccine, 
7  of  the  9  noted  as  clinical  cures,  did  not  return  for  further  treatment,  the 
other  two  have  remained  entirely  well  without  vaccine  or  local  treatment 
during  the  j'ear.     The  Friedlander  is  still  present  in  cultures. 

Aiuihisis  of  Results  of  Xew  Ca.seii  Treated  Since  Last  Seport — 26  cases  are 
reported  in  our  new  series  (Table  III).  Six  were  untreated.  Five  did  not 
improve.  Six  cases  improved  as  the  results  of  operative  drainage  on  the 
sinuses  and  no  credit  was  given  to  the  vaccine.  In  the  nine  remaining  eases 
great  improvement  or  clinical  cures  are  noted. 

Of  the  five  cases  showing  no  improvement,  only  one  was  a  true  B.  rhino- 
septicus ojena.     This  case  received  but  three  injections  and  did  not  return. 

The  remaining  nine  cases  form  a  happy  paragraph  in  the  therapy  of  this 
disease.  The  improvement  was  marked,  in  some  cases  very  striking,  the 
crusts  and  odor  rapidly  disappeared.  The  frontal  headaches  invariably  cleared 
up  after  the  third  or  fourth  injection.  Weight  and  general  condition  im- 
luoved.  These  and  the  last  year's  series  have  been  carefully  and  fairly 
studied,  we  see  no  reason  to  change  our  conclusion  of  last  year  (No.  5),  that 
' '  At  present  mixed  vaccines  made  from  various  strains  of  the  Perez  bacillus 
(B.  rhinosepticus)  is  the  most  practical  method  of  treatment  which  is  now 
available. ' ' 

DISCUSSION. 

Dr.  William  K.  Murray,  Minneapolis.  Minn.,  said:  "Before  discussing 
the  etiology  of  ozena,  I  wish  to  congratulate  the  essayist  on  the  great 
amount  of  work  he  has  done  in  connection  with  this  subject.  The 
etiology  of  ozena  has  been  an  unsolved  problem  and  the  therapy  of 
this  disease  has  been  equally  unsatisfactory.  It  is  only  by  an  intensive 
study  of  ozena  that  we  are  going  to  accomplish  anything.  I  am  not 
as  optimistic,  however,  as  Dr.  Horn  is  in  regard  either  to  our  knowledge 
of  the  etiology  of  ozena  or  its  treatment. 

"Two  years  ago  Dr.  Larson  and  I  published  the  results  of  our  study 
in  regard  to  the  Perez  bacillus  being  the  cause  of  ozena,  and  further 
study,  baeteriologically  and  clinically,  has  not  enabled  us  to  change 
our  opinion.  You  are  all  familiar  with  the  literature  on  the  bacteriology 
of  ozena,  but  I  would  like  to  call  attention  to  a  few  points  in  connection 
with  the  published  work  of  Perez  and  Hofer.  In  our  work  we  were 
unable  to  isolate  the  Perez  organism  from  ozena  cases,  and  an  analysis 
of  the  work  published  would  indicate  that  there  is  considerable  doubt 
that   this   bacillus   has   ever   been    obtained    directly   from   the   patient. 
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Hofer  states  that  it  is  very  difficult  to  isolate  from  the  human,  and, 
while  he  rather  leads  us  to  infer  that  he  has  isolated  it,  he  does  not 
positively  state  so.  The  Perez  bacillus  is  described  as  Gram-negative 
bacillus.  This  aescription,  however,  does  not  identify  the  organism.  It 
is  only  a  morphological  description  and  there  are  a  large  number  of 
Gram-negative  bacilli  which  can  be  isolated  from  ozena  cases,  and 
these  different  bacilli  cannot  be  differentiated  morphologically.  It  is 
only  by  cultural  and  serological  tests  that  they  can  be  identified.  In 
our  work,  two  years  ago,  we  were  unable  to  isolate  a  Perez  organism 
from  our  ozena  cases,  and  further  work,  since  that  time,  has  not 
changed  our   findings. 

"Where  does  Hofer  obtain  his  organism,  which  he  claims  is  the  cause 
of  ozena?  He  goes  to  the  rabbit's  nostrils  for  it.  He  previously  injects, 
into  the  ear  vein  of  the  rabbit,  a  mixed  culture  obtained  from  an 
oziena  case.  He  then  obtains,  from  the  nostrils  of  the  injected  rabbit, 
the  Perez  organism.  Was  the  Perez  bacillus  present  in  the  nostril  of 
the  ozena  case,  or  did  it  previously  exist  in  the  rabbit's  nostril?  It 
seems  strange  to  us  that  if  this  organism  is  the  cause  of  ozena  and  is 
present  in  ozena  cases  it  can  not  be  isolated  from  the  patient.  There 
is  present  at  times  in  the  nostrils  of  soiue  animals,  including  the 
rabbit,  an  organism,  the  B.  bronchisepticus.  that  has  all  the  morpho- 
logical and  cultural  characteristics  of  the  B.  Perez.  These  bacilli,  the 
B.  bronchisepticus  and  the  P>.  Perez,  are  probably  identical.  Dr.  Horn, 
in  one  of  his  recent  publications,  states  that  the  B.  bronchisepticus  and 
the  B.  Perez  give  positive  complement  fixation  tests  to  the  same  serum. 
This  would  prove  their  identity.  The  B.  bronchisepticus  is  also  present, 
at  times,  in  dogs  and  is  greatly  increased  in  the  presence  of  a  nasal 
infection  in  dogs,  and  in  cases  of  'snuffles'  in  rabbits  it  is  frequently 
present. 

"There  are  a  number  of  organisms  present  in  the  nostrils  of  ozena 
cases  that  resemble,  morphologically,  the  Perez  bacillus.  One  of  the 
most  frequently  present  Gram-negative  bacilli  is  the  proteus,  as  shown 
in  our  report  in  1915.  This  organism  appears,  microscopically,  identical 
with  the  Perez,  except  that  it  is  motile.  Culturally  it  is  quite  different. 
Dr.  Horn  describes  his  organism,  which  he  isolates  from  ozena  cases, 
as  being  motile,  and  assumes  that  it  is  the  Perez  organism.  The  Perez 
bacillus  is  non-motile. 

"Serological  tests  also  disprove  the  theory  that  the  B.  Perez  is  the 
cause  of  ozena.  It  is  generally  agreed  that  ozena  cases  never  give 
any  serological  reaction,  such  as  the  agglutination  or  complement  fixa- 
tion tests,  with  the  Perez  organism.  All  investigators  agree  that  the 
animals  treated  with  the  Perez  bacillus  respond  promptly  in  the  pro- 
duction of  both  agglutinin  and  complement  fixation  antibodies.  In 
view  of  the  fact  that  antibodies  are  so  readily  formed  against  the 
microorganisms  in  treated  animals,  why  is  it  that  blood  of  ozena 
patients  never  contains  such  antibodies  until  after  having  been  vac- 
cinated? 

"Regarding  the  results  of  vaccine  treatment  upon  the  course  of  ozena, 
ihere  seems  to  be  no  unanimity  of  opinion  at  the  present  time.  While 
some  investigators  report  favorable  results  following  the  use  of  Perez 
vaccines,  others  using  the  same  vaccine  find  the  treatment  does  not 
influence  the  course  of  the  disease.  Personall.v  I  have  used  Perez 
vaccines  prepared  from  cultures  received  from  Hofer,  also  vaccines 
received  from  Dr.  Horn  and  Dr.  Victors,  as  well  as  ozena  vaccines 
supplied  by  commercial  houses,  and  the  results  have  not  been  encourag- 
ing enough  to  warrant  any  belief  that  the  vaccine  treatment  is  effective. 
Even  though  a  few  cases  do  show  some  improvement  under  vaccine 
treatment,  this  must  not  be  regarded  as  conclusive  evidence  that  the 
microorganism  from  which  the  vaccine  is  prepared  is  the  specific  cause 
of  ozena.  We  not  infrequently  see  what  appears  to  be  improvement 
in  certain  conditions  where  a  non-s'iiecific  vaccine  is  used.  For  instance, 
Hodgkin's  disease   not   infrequently   improves   temporarily   under   vac- 
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cines.  and  it  seems  to  make  little  difference  from  what  germ  the  vaccine 
is  prepared.  Favorable  results  have  been  reported  from  the  use  of 
Lowenberg-Able  vaccine  in  ozena. 

"The  fetid  odor  of  ozena  is  probably  caused  by  proteolytic  organisms, 
growing  upon  the  crusts,  secretions,  and  destroyed  tissues,  and  these 
organisms  probably  bear  no  relation  to  the  etiology  of  ozena.  At  the 
present  time,  it  would  seem  that  there  is  insuflicient  evidence  to  justify 
the  conclusion  that  ozena  is  caused  by  any  specific  organism." 

Dr.  Wolf  Freudentliiil,  New  York  City,  speaking  from  the  clinical 
point  of  view,  had  come  to  the  conclusion  that  the  primary  cause  of 
ozena  was  atrophy  of  the  mucous  membrane,  infection  being  the 
secondary  cause.  Whether  the  organism  involved  were  the  bacillus  of 
Friedlander  or  of  Perez  made  no  difference.  The  fact  that  Dr.  Horn 
found  the  bacillus  of  Perez  in  the  sinuses  brought  up  the  point  of 
focal  infection,  to  which  Gruenwald,  Hajek,  and  others,  had  called 
attention  many  years  ago.  In  his  work  with  tuberculous  patients  he 
had  found  all  sorts  of  organisms  in  their  sinuses.  The  investigation  of 
vaccine-tlierapy  in   connection   with   ozena  should   be  continued. 

Dr.  John  Horn,  New  York  City,  had  never  had  such  good  results  in 
these  discouraging  cases  as  when  he  had  used  Dr.  Henry  Horn's  vaccine. 

Dr.  Joseph  H.  Abraham,  New  York  City,  reported  six  cases,  five 
private  and  one  from  the  clinic.  He  could  not  get  a  bronchisepticus 
vaccine  in  any  case,  and  the  Friedlander  in  only  two.  The  vaccines 
gave  only  fair  results.  He  used  a  stock  vaccine  in  one  case.  In  one 
case  complicated  by  empyema  of  the  antrum,  he  proposed  to  operate 
in  a  few  days. 

Dr.  Thomas  J.  Harris,  New  York  City,  had  been  carrying  out  for  a 
considerable  time,  at  the  Manhattan  Eye  and  Ear  Infirmary,  a  care- 
ful study  of  this  subject.  He  had  taken  the  vaccine  side  and  Dr.  Coffin 
the  operative  side.  His  work  had  been  absolutely  negative.  When 
he  had  failed.  Dr.  Coffin  had  taken  the  cases,  and  in  two-thirds  of  them 
had  obtained  a  cure  by  opening  and  draining  the  sinuses. 

Dr.  Horn,  in  closing  the  discussion,  was  gratified  to  know  that 
skilled  bacteriologists,  such  as  Dr.  Dwyer  and  Dr.  Murray,  had  investi- 
gated his  work.  He  reiteiated  the  fact  that  he  had  aijproached  the 
sul)ject  as  a  clinician,  not  as  a  trained  bacteriologist.  The  latter  part 
of  the  subject  had  be?n  under  the  control  of  Dr.  E.  Victors,  of  San 
Francisco,  a  trained  bacteriologist. 

Of  the  series  of  cases  reported  last  year,  ten  remained  under  treat- 
ment. In  one  case,  that  of  a  Catholic  priest  who  had  found  it  abso- 
lutely impossible  to  continue  his  work  in  the  confessional,  no  treat- 
ment, so  far  as  the  vaccines  were  concerned,  had  been  given  during 
the  past  year,  and  the  patient  had  lieen  able  to  continue  his  work. 
This  was  l)u(  an  example  of  the  marked  clinical  improvement  in  these 
cases.     Full  details  would  be  found  in  the  Transactions. 


ABSCESS   OF    THE   LUNG   FOLLOWING    OPERATION    ON 
THE  TONSILS  AND   UPPER  AIR  TRACT. 

By   CHARLES    W.    RICHARDSON',    M.    D.,    Wasliington,    D.    C. 

It  seems  unnecessary  for  me,  in  this  paper,  more  than  to  call 
attention  to  the  members  of  this  Society  to  the  papers  that  I  have 
written  bearing  upon  this  subject  before  other  organizations  as  I 
feel  that  they  liave  been  quite  generally  read.  On  ilarcli  20,  1912, 
I  ])elieve  I  first  called  attention  to  this  condition  as  a  eomplieation 
of  tonsillectomy.  Since  the  publication  of  my  paper  on  "'Abscess 
of  the  Lung,  Following  Operations  on  the  Upper  Air  Tract,"  in 
the  Laryngoscope,  July,  1916,  I  have  received  a  number  of  com- 
munications from  observers  throughout  the  country,  stating  that 
they  had  met  with  this  untoward  experience  in  their  tonsillectomy 
work.  It  having  been  established  that  this  serious  complication 
is  not  now  an  unusual  sequella  of  operative  work,  it  therefore, 
becomes  incunilient  upon  us  to  ascertain  the  manner  of  its  occur- 
rence, and  to  consider  wherein  we  may  adopt  alterations  in  our 
methods,  or  technique,  by  which  it  may  be  prevented. 

To  all  observers,  it  must  be  patent  that  this  complication  has 
largely  come  under  our  observation  since  we  have  adopted  the  more 
radical  operation  of  tonsillectomy  in  dealing  with  enucleation  of 
tonsils.  It  must  also  be  patent  to  every  one  that  while  we  do  a 
great  many  more  radical  operations  upon  the  sinus  than  formerly, 
in  which  there  is  free  pus,  granulation  tissue,  and  infective  debris, 
wliich  must  in  certain  amounts  gain  ingress  into  the  air  tract,  yet 
we  do  not  find  that  lung  abscess  is  an  increasing  factor  in  these 
operations. 

What  is  the  probable  etiological  factor  that  enters  into  the 
causation  of  this  complication? 

Under  the  various  causes  assigned  as  the  factors  in  ])roducing 
pulmonary  ab.seess  are : 

First,     General  anesthesia. 

This  is  only  a  remote  factor  in  that  the  anesthetic  irritates  the 
l)ulnionary  mucous  membrane  and  renders  it  more  susceptible 
to  the  invasion  of  pathogenic  geruLS  that  may  have  gained  ingress, 
and,  through  rendering  the  patient  unconscious,  it  lowers  the 
expulsive  retiex,  thus  lessening  the  great  natural  defense  to  the 
protection  of  the  air  tract. 
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Set'oud.  Tlie  want  of  thorough  examination  and  preparation 
of  the  patient. 

This  factor  should  never  enter  into  the  causation.  I  was  aston- 
ished in  my  reading  of  the  report  of  the  New  York  Academy  of 
Medicine,  Section  on  Laryngology  and  Rhinology,  meeting  of 
January  26,  1916,  of  the  discussion  on  this  point.  There  is  and 
can  he  no  excuse  for  the  want  of  examination  and  preparation  of 
patients  about  to  enter  into  operative  procedure  upon  the  upper 
air  tract.  Jly  patients  are  always  examined  physically.  The 
orders  for  the  preparation  are  always  written  out  and  given  to 
each  patient  with  injunction  to  follow  explicitly.  I  have  never 
had  a  patient  to  vomit  on  the  table.  The  bowels  are  always  freely 
opened,  and  they  have  no  food  for  at  least  18  hours  before  the 
ojieration.     The  urine  is  always  examined. 

Therefore  after  a  most  thorough  consideration  of  this  subject, 
it  seems  to  me  that  the  method  of  invasion  is  either  indirect  through 
the  lympliatic  or  venous  system  from  the  wound  surface,  or  directly 
through  the  inspiration  of  pus  or  bacterially  laden  caseous  material 
into  the  pulmonary  tract.  By  whatever  method  we  perform  this 
operation  there  i.s  more  or  less  squeezing  of  the  tonsils  so  that 
contained  pus  or  masses  of  cheesy  debris  is  forced  out  from  the 
substance  of  the  tonsils  or  from  the  diseased  crypts.  Even  while 
making  tlie  incision  to  liberate  the  folds  of  the  tonsils,  we  have  on 
numerous  occasions  observed  pus,  more  particularly  cheesy  con- 
cretions, floated  out  on  the  surface  of  the  tonsils.  This  occurs 
almost  as  frequently  with  children  as  with  adults.  By  whatever 
method  we  perform  the  operation  we  necessarily  open  up  numerous 
lymphatic  vessels  and  moderate  size  veins  and  leave  a  deep  wound 
surface,  which  is  batlied  in  the  abundant  flora  of  the  faueial 
cavity. 

If  these  are  the  two  important  factors,  which  I  believe  they  are. 
we  should  make  all  effort  to  minimize  their  eflPect  by  lessening  the 
amount  of  trauma  as  far  as  our  operative  skill  will  permit  and 
through  adopting  all  methods  to  prevent  the  ingress  of  pus  or 
cheesy  material  from  the  tonsils  into  the  pulmonary  tract. 

I  had  hoped  through  the  various  improvements  of  my  own 
technique  to  exclude  this  complication  from  my  operative  risks; 
but  my  work  during  the  past  year  has  shown  me  that  I  have  not 
succeeded.  Tn  spite  of  my  depression  of  the  patient's  head, 
through  the  raising  of  the  foot  of  the  operating  table  35',  and  the 
use  of  the  suction  ether  apparatus  of  the  Beck-Mueller  design, 
whicli  has  alwavs  worked  most  satisfactorilv,  I  have  had  one  abscess 
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formation.  One  interesting  feature  to  me  in  this  connection  is 
the  fact  that  I  have  never  seen  an  abscess  of  the  lung  following 
an  operation  upon  the  upper  air  tract  in  a  child  under  fourteen 
years  of  age.  In  the  Children's  Hospital,  in  Washington,  in 
which  the  entrance  age  is  under  twelve  and  wherein  I  do  for  six 
months  all  the  open  ward,  and  throughout  the  year  many  of  my 
private  children  patients'  operations  for  tonsillectomy,  and  where 
we  do  not  have  the  advantage  of  the  suction-ether  apparatus,  I  have 
never  had  a  pulmonary  abscess. 

All  my  adult  operations  are  done  at  the  Episcopal  Eye,  Ear  and 
Throat  Hospital,  as  well  as  some  of  the  older  children  under  the 
greater  advantages  of  position  and  suction.  The  number  of  my 
operations  done  in  each  institution  is  about  equal.  Is  there  some 
anatomical  relation  in  the  fauces,  or  is  the  resistance  power  in  the 
lungs  in  a  cliiM  greater,  which  renders  it  less  susceptible  to  this 
type  of  infection  than  the  adult  ? 

From  the  fact  that  children  seem  totall.v  unsusceptible  to  this 
type  of  infection,  from  the  fact  that  infection  occurs  as  a  result  of 
submucous  resection,  which  is  an  ab.solutely  clean  operation;  and 
that  it  does  not  transpire  with  any  degree  of  frequence  after 
opening  up  such  pus  bearing  fields,  as  the  nasal  sinuses,  I  am  still 
inclined  to  believe  that  this  complication  occurs  in  the  fair  pro- 
portion of  case.s  by  infection  through  the  lymphatic  or  venous 
channels.  Another  strong  factor  that  points  to  this  manner  of 
infection  is  the  fact  that  most  of  the  abscesses  that  I  have  seen 
radiographed  have  apparently  developed  between  the  lobes  of  the 
lung,  probably  from  the  inter  lobular  lymph  spaces. 

With  these  facts  before  us  should  we  not  seek  to  modify  our 
operati\e  procedure  upon  the  adult?  Is  the  patient  under  general 
anesthesia  more  susceptible  to  this  form  of  infection  than  under 
local  anesthesia  ?  In  the  occurence  of  faucial  and  deep  cervical 
infection  after  local  anesthesia  as  frequent  and  as  dangerous  to 
the  patient  as  the  occurrence  of  occasional  lung  abscess  in  the 
general  anesthetized  adult  ?  The  above  question  can  only  be 
answered  after  a  thorough  survey  of  the  situation  and  upon  better 
knowledge  of  the  advantage  offered  tlirough  the  two  methods  than 
we  now  possess. 

Symptoms  of  Lung  Abscess  foUoirhig  Operation  upon  the  Upper 
Air  Tract — 

The  earliest  and  most  characteristic  symptom  is  that  the  patient 
does  not  make  a  favorable  convalescence  after  the  operation.  The 
ease  progresses  favorably  with  regard  to  local  manifestations,  but 
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the  piitit'iit  seems  languid,  somewhat  dispirited,  and  inclined  to 
remain  abed.  Usually  from  the  fourth  to  the  tenth  day  positive 
evidence  of  pulmonary  invasion  makes  itself  manifest.  We  have 
irregular  septic  temperatui'e,  sharp  pain  in  the  lung  and  violent 
paroxysmal  coughing.  Occurring  at  the  same  time  or  shortly 
thereafter  we  have  the  pathognomic  evidence  of  pulmonary  abscess 
in  the  expectoration  of  a  free  pus  which  has  a  foul  odor.  This  foul 
odor  is  intensely  distressing  to  the  patient  and  is  noticed  by  them, 
not  only  with  the  expectoration  of  the  pus,  but  also  during  cough- 
ing. In  some  cases  the  odor  is  noted  by  the  patient  some  lioui's 
before  the  expectoration  of  pus.  In  the  early  stages,  and  fre- 
quently throughout  the  case,  the  foul  odor  is  only  noted  by  the 
patient.  The  physical  sign  at  this  stage  is  very  meager,  depending 
upon  the  size  and  location  of  the  area  involved.  These  signs  are 
dullness  over  the  area  affected,  diminished  breath  sounds  and 
crepitant  or  sub-crei^itant  rales.  There  is  no  doubt  that  some 
cases  at  this  stage  are  supposed  to  be  ether  pneumonia.  With  the 
development  of  the  abscess,  we  have  characteristic  symptoms  mani- 
fest, viz.,  the  expectoration  of  pus,  pain,  showing  of  blood  to  actual 
hemoptysis,  and  foul  odor.  In  the  several  cases  which  I  have  had 
under  my  observation,  although  the  patient  complained  bitterly 
of  the  odor,  the  odor  of  the  breath  was  never  noticed  as  disagree- 
able, although  the  expectoration  from  the  same  patient  had  a 
distinct,  unpleasant  odor.  The  cough  persists,  nausea  is  frequently 
present,  the  fever  becomes  septic,  the  fingers  club  and  the  patient 
gradually  loses  flesh.  The  physical  signs  at  this  stage  are  those 
of  lung  abscess.  Radiograph  taken  at  any  time  will  show  the 
graphic  evidences  of  the  abscess. 

Treatment. — The  management  of  pulmonary  abscess  may  be 
considered  under  three  classifications,  viz.,  medical,  or  expectant, 
surgical ;  or  compression  of  the  lung  by  artificial  pneumothorax. 

In  a  small  percentage  of  cases  when  the  abscess  is  located  in  the 
upper  lobe  of  the  lung  and  the  drainage  is  into  a  large  bronchus, 
and  where  the  case  is  apparently  followdng  a  favorable  course  the 
medical  expectant  treatment  may  be  followed.  It  is  well  to  have 
in  mind  the  fact  that  the  percentage  of  mortality  is  very  great  by 
this  line  of  treatment,  approximately  60%,  and  therefore  it  must 
not  be  pursued  for  too  long  a  period. 

The  surgical  method,  consisting  in  rib  resection,  fixation  of  lung 
and  drainage  of  pus  gives  a  much  better  result  than  medical  treat- 
ment, with  a  mortality  of  approximately  30%.     The  more  radical 
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surgical  procedure  of  excision  of  portions  of  the  lung  containing 
abscess  cavity,  indeed  of  one  or  more  lobes,  has  been  attended  with 
excellent  results.  The  surgical  treatment  has  offered  the  best 
results  heretofore,  although  with  a  fairly  high  mortality  and  fre- 
quently a  prolonged  drainage  liefore  the  case  is  brought  to 
resolution. 

Artificial  pncumoihora.r — liy  this  method  we  have  api)arently 
the  ideal,  rational  and  most  acceptable  method  of  treating  acute 
pulmonary  abscess.  As  is  well  known  the  method  has  been  for  a 
long  time  used  with  more  or  less  marked  success  in  the  treatment 
of  chronic  pulmonary  abscess.  Dr.  W.  D.  Tewksbury,  superinten- 
dent of  the  Washington  Tubei'culosis  Ho.spital,  I  believe  was  the 
first  to  suggest  its  use  in  acute  pulmonary  abscess,  although  he  gives 
credit  to  Dr.  A.  B.  Greer,  to  priority  in  the  publication  of  a  single 
ease  of  interlobar  empyema  following  pneumonia  treated  by  com- 
pression of  the  lung  with  nitrogen.  Dr.  Tewksbury  in  his  produc- 
tion of  artificial  pneumothorax  employs  air  instead  of  nitrogen. 
Dr.  Tewksbury  in  a  paper,  read  before  the  iledical  Society  of  the 
District  of  Coliaubia,  entitled,  "Acute  Pulmonary  Abscess  treated 
with  Artificial  Pneumothorax,"  November  8,  1910,  gives  the 
results  of  treatment  in  his  first  two  cases.  He  has  kindly  furnished 
me  with  the  data  and  results  obtained  by  him  in  treating  acute 
pulmonary  abscess  since  the  publication  of  his  above  mentioned 
paper.  In  the  past  ten  months  he  has  seen  ten  cases  of  acute  pul- 
monary abscess,  nine  of  which  followed  operative  treatment  upon 
the  upper  air  tract,  by  eight  different  operators,  in  eight  of  which 
he  employed  artificial  pneumothorax.  In  two  cases  expectant  treat- 
ment was  attended  with  resolution.  It  is  interesting  to  note  that 
these  cases  were  operated  upon  by  eight  different  operators,  each 
employing  a  slightly  different  technique,  so  that  the  result  can  not 
be  assigned  to  a  universally  employed  technique.  These  results  also 
demonstrate  quite  a  lai'ge  proportion  of  lung  abscess  for  a  commun- 
ity as  small  as  Washington,  and  bears  out  the  statement  that  I  made 
in  my  paper  read  before  the  American  Climatological  and  Clinical 
Society,  May  9,  1916,  "but  while  these  remote  lesions  are  rare,  I  am 
convinced  that  they  are  not  so  infrequent  as  one  would  judge  from 
the  domain  of  laryngo-rhinology. ' ' 

Dr.  Tewksbury 's  conclusion  is  as  follows: 

Of  the  eight  cases  treated  bj^  artificial  pneumothorax,  six  were 
acute  lung  abscesses  of  a  month  or  less  duration.  Of  this  number 
four  recovered,  one  is  recovering   (at  this  writing  well)    and  one 
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died.    Two  were  chronic  lung  abscesses  of  over  a  year's  duration. 
Both  improved  but  were  not  cured. 

It  is  apparent  that  in  order  to  get  cures  m  these  cases  it  is 
necessar^lo  use  pneumothorax  early  while  the  abscess  is  soft  and 
compressible. 


RESULTS     OBTAINED     BY     TONSILLECTOMY     IN     THE 
TREATMENT  OF  SYSTEMIC  DISEASES. 

By    DANIEL    W.    LAYMAN,    M.    D..    Indianapolis,    Ind. 

The  most  important  work  in  medicine  in  the  last  decade  is  the 
elucidation  of  the  relationship  of  focal  infection,  especially  that  of 
diseased  tonsils,  to  systemic  disease.  That  the  tonsils  play  an 
important  part  in  various  infections  was  demonstrated  years  ago 
by  laryngologists.  In  this  connection  I  refer  you  to  such  men  as 
Wood,  Goodale,  Wright  and  others,  whose  research  as  far  back  as  the 
nineties  shows  that  the  laryngologist  must  be  recognized  as  the 
pioneer  in  this  work.  However,  this  earlj^  enlightenment  of  the 
individual  worker  in  tonsilar  infections  did  not  at  first  engage  the 
attention  of  general  medical  practitioners.  But  when,  within  the 
past  few  years,  the  real  significance  of  tonsilar  infection  was 
demonstrated,  through  the  bacteriological  studies  and  experiments 
of  laboratory  workers,  cooperating  with  clinicians,  the  medical 
world  recognized  a  new  and  a  very  important  factor  in  medicine. 
Rosenow's  newer  bacteriology,  and  the  excellent  work  of  men  like 
Billings,  Davis  and  Jackson,  with  their  cooperators,  who  worked  to 
better  advantage  than  could  separate  individuals,  awakened  the 
general  practitioner  to  the  importance  of  this  great  subject.  Davis 
made  a  careful  bactei"iologic  study  of  the  bacteria  removed  from  the 
tonsils  in  various  diseases.  He  reproduced  many  of  these  conditions 
in  animals  by  the  injection  of  the  bacteria.  His  studies  included 
patients  with  endocarditis,  nephritis,  arthritis,  etc.  Rosenow  proved 
that  many  ulcers  of  the  stomach  are  associated  with  tonsilar  infec- 
tions. He  obtained  streptococci  from  some  of  these  ulcers,  and 
after  injecting  cultures  of  these  organisms  into  animals,  was  able  to 
observe  gastric  ulcers  in  them. 

Today  we  are  in  the  midst  of  a  period  in  which  tonsillectomy  as  a 
therapeutic  measure  in  the  treatment  of  systemic  diseases  is  very 
popular.  The  laryngologist  does  not  need  compiled  data  to  be  told 
that  the  removal  of  diseased  tonsils  for  systemic  diseases  is  fol- 
lowed by  improvement  in  the  general  health  of  the  patient.  Those 
who  feel  satisfied  that  the  beneficial  results  are  evident  without 
emuneration  of  statistics  are  not  heeding  the  claims,  and  even  pro- 
tests, that  have  appeared  from  time  to  time  in  both  medical  and  lay 
papers;  claims  that  the  tonsil  is  held  responsible  for  too  many 
diseases,  and  that  the  beneficial  effects  do  not  ju.stify  the  numerous 
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enucleations.  These  ai'ticles  have  not  dealt  kindly  with  the  surgical 
procedure  of  tonsillectoiuy.  Even  a  few  responsible  and  distin- 
guished medical  men  pronounce  such  criticism  as  most  timely. 

It  is  incumbent  upon  us,  therefore,  to  inform  ourselves  regarding 
this  important  subject;  to  ascertain  whether  or  not  the  pendulum 
has  swung  too  far,  lest  the  medical  profession  at  some  later  period 
declare  that  we  have  sacrificed  tonsils  unnecessarily  in  the  treat- 
ment of  systemic  diseases. 

Sufficient  time  has  elaj^sed  since  tonsillectoiuy  haw  been  so  freely 
advocated  to  enable  us  to  study  the  general  results.  Is  tonsillec- 
tomy doing  for  these  clinical  conditions  all  that  the  laryngologists 
and  the  internists  expected?  Has  the  measure  a  substantial  scien- 
tific backing  ? 

A  few  months  ago,  in  order  to  obtain  as  accurate  data  as  possible, 
I  submitted  an  incjuiry  to  many  laryngologists  and  a  few  internists 
throughout  the  country,  requesting  information  concerning  this 
matter.  The  statistics  herein  compiled  do  not  make  any  pretension 
to  exactness,  but  the  information  therein  contained  ought  to  serve 
the  purpose  of  showing  us  where  we  are.  As  someone  has  said: 
"The  best  way  to  get  ahead  is  sometimes  to  stop  short  and  see 
where  we  are." 

The  questionaire  submitted  to  laryngologists  and  internists  re- 
quested information  regarding  the  results  obtained  by  tonsilar 
enucleation  in  cases  of  arthritic,  cardiac,  renal,  and  other  .systemic 
diseases.  Only  complete  reports  have  been  compiled,  the  cases  re- 
ported in  numbers  were  kept  separate  from  those  reported  in  per- 
centages. Out  of  many  responses  to  the  query,  ten  reports  giving 
the  number  of  cases  furnished  available  material  for  statistics.  The 
ten  reports  include  894  cases.  The  list  of  questions  in  the  qitery 
and  the  compiled  data  are  as  follows: 

1.  In  systemic  diseases  where  the  tonsils  were  considered  the 
only  source  of  infection,  in  what  number  or  in  what  percentage  of 
cases  did  tonsillectomy  produce: 

Eeported  in      Reported  in 
number  of      percentage  of 
eases.         eases — average. 
(a)      l}ral  rvns  of  Ihc  xi/stcmic  diseases' 

Arthritic   262  68% 

Cardiovascular 3  36  % 

Renal • 21  81  % 

Other  eondUions. 

Rheumatic     group     (neuralgia,     lumliago,     peri- 
neuritis,  myositis,   etc.) 220 

Chorea     3 

Orvic.nl  adenitis   (simple) 57 
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(b)  ConsidcraJjle   iiirprovement   of  the  systemic  disease. 

Arthritic  184                   20% 

Cardiovascular     ; .  .  . .  2o                   ]  8  % 

Eenal 12                     5% 

Other  conditions. 

Bbeumatie  group   _• 

Chorea  1 ' 

Cervical  adenitis   (simple  or  tuberculous) ."il 

llyperthyioidism,    (goitre)     13 

(c)  jVo  imm-ovement  of  the  systeynic  disease. 

Arthritic 34                   ]2% 

Cardiovascular 3                   46  % 

Renal     4                   14% 

Other  conditions. 

Rheumatic    group     3 

Goitre   1 

Cervical   adenitis    (tuberculous?) 12 

2.     Following  tonsillectomy,  what  percentage  of  cases  developed : 

(a)     Acute    exacerbation    of    the    systemic    disease: 

Arthritic 10  10% 

Goitre   1 

(6)     A  post  operative  low  grade  infection 9  3% 

(c)  Coexistent  infection  as  causative  factors  of  the 

systemic   diseases    28  % 

(d)  Nasal  sinuses   49 

Twelve  reports  giving  the  results  in  percentages  w^ere  available 
for  compilation.  The  cases  reported  in  percentage  averaged  as 
follows:     (See  above.) 

The  answers  to  the  questiouaire,  confirmed  by  the  above  figures, 
show  that  tonsillectomy  in  the  treatment  of  systemic  diseases, 
when  based  on  rational  and  well  founded  relation  of  cause  and  ef- 
fect, and  when  performed  under  the  most  favorable  conditions,  has 
given  exceedingly  satisfactory  results. 

The  percentage  as  presented,  especially  in  the  arthritic  class, 
compares  favorably  with  statistics  of  other  observers.  Every  laryn- 
gologist  and  those  interested  in  the  subject  should  be  conversant 
with  the  excellent  repoi't  on  "'The  Relation  of  Tonsillar  and  Naso- 
pharyngeal Infection  to  General  Disorders,"  that  appeared  in  the 
January,  1917,  Bulletin  of  Johns-Hopkins  Hospital.  The  Hopkins 
report  states  that  "only  in  very  exceptional  circumstances  should 
anyone  subject  a  patient  with  rheumatoid  arthritis  to  an  operation 
for  the  removal  of  the  tonsils."  A  composite  statement  deduced 
from  many  general  reports  and  comments  which  I  received  would 
read  that  tonsil  enucleation  alone  does  not  have  a  beneficial  effect 
on  well  established  conditions,  viz.,  definite  arthritic  changes  and 
deposits,  as  ankylosis  and  fixation,  chronic  renal  disease  or  chronic 
heart  and  blood  vessel  disease,  etc. 
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The  very  favorable  results  in  the  arthritic  class  as  reported  in 
numbers  show  that  the  operators  were  either  most  careful  in  the 
selection  of  cases,  or  else  that  the  general  health  of  the  patients  was 
afterwards  so  much  better  that  the  operators  took  it  for  granted 
that  the  arthritic  conditions  were  also  improved.  The  twelve  per 
cent,  reported  in  the  "no  improvement"  arthritic  cases  is,  in  my 
opinion,  a  fairer  statement  of  the  results  in  the  arthritic  group. 
If  twelve  per  cent,  show  "no  improvement,"'  what  explanation  can 
be  given  for  the  lack  of  improvement  in  this  number  of  arthritic 
cases  ? 

One  observer  said  that  real  cures  in  these  eases  followed  only  after 
a  postoperative  use  of  the  autogenous  vaccine  and  local  treatment. 
Dr.  Jas.  J.  King,  of  New  York  City,  takes  a  step  further  in  the  use 
of  vaccines.  He  advocates  taking  cultures  from  the  crypts  of  the 
tonsils  before  remo\'al  and  making  a  vaccine  to  be  given  until  the 
bacterial  activity  is  stopped  or  i-educed.  The  tonsils  are  then 
enucleated,  and  if  necessary  the  vaccine  is  continued  after  opera- 
tion. He  recommends  this  method  of  procedure  as  most  satisfac- 
tory, and  reports  a  series  of  cures.  It  may  be  that  such  a  course  of 
treatment  in  many  arthritic  cases  will  reduce  the  number  that  show 
"no  improvement"  and  lessen  the  chances  of  the  development  of 
an  acute  exacerbation  of  the  arthritis  disease  after  tonsillectomy. 

Some  individual  comments  taken  from  the  responses  of  physicians 
who  answered  in  a  general  way  are  mentioned  here,  as  they  add 
information  of  interest.  One  observer  reports  a  large  series  of 
thyroid  enlargements  with  pronounced  tachycardia  as  markedly 
benefited  by  tonsillectomy.  Letters  from  prominent  surgeons  who 
do  a  great  deal  of  thyroid  sufgery  show  that  there  is  a  decided  uni- 
formity of  opinion  regarding  the  relationship  between  tonsilar 
infection  and  the  enlargement  of  the  thyroid  and  hyperthyroidism. 
All  of  them  advise  tonsillectomy  in  goitre  cases  that  give  a  history 
of  tonsilar  infection,  but  they  do  not  depend  on  the  procedure  as  a 
curative  measure.  They  differ  in  their  views  as  to  the  time  of  per- 
forming tonsillectomy;  some  advocating  it  before,  and  others  after 
the  thyroid  operation.  Dr.  Crile,  of  Cleveland,  and  Dr.  Halsted, 
of  Baltimore,- prefer  to  operate  on  the  thyroid  first,  especially  where 
the  symptoms  of  hyperthyroidism  are  well  marked,  because  ton- 
sillectomy is  a  trying  operation  for  these  patients.  Dr.  Bloodgood, 
of  Baltimore,  w'rites :  ' '  The  tonsil  infection  or  coexistent  infection 
should  be  taken  care  of  before  attacking  the  thyroid,  and  there 
should  be  an  interA'al  of  at  least  two  or  three  weeks  between  the 
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tousillectoiiiy  and  the  operation  upon  the  thyroid."  He  also  states 
that  in  50%  of  the  cases  of  toxic  goitre  he  has  found  either  infected 
tonsils  or  an  infected  nasal  cavity.  At  the  Mayo  Clinic  they  do  the 
thj'roidectomy  to  relieve  the  symptoms,  and  the  tonsillectomy  to 
prevent,  if  possible,  recurrence  of  hyperthyroidism  in  the  remaining 
lobe. 

Regarding  coexistent  infections,  one  laryngologist  states:  "Ac- 
cording to  my  experience,  some  coexistent  focal  infection,  such  as 
nasal  sinus  disease  or  some  diseased  condition  of  the  gall  bladder, 
bronchial  glands,  appendix,  gastro-intestinal  tract,  lymph  nodes, 
teeth,  etc.,  was  present  in  jjractically  all  cases  that  showed  no  im- 
provement after  enucleation  of  demonstrable  diseased  tonsils." 
Another  observer  stated  that  diseased  teeth  were  found  in  a  large 
percentage  of  ward  cases.  He  wrote:  '"It  is  our  practice  now  to 
have  a  dental  surgeon  scrubbed  up  at  the  operation  (the  resident 
dentist  at  the  hospital)  who  has  previously  examined  all  cases  and 
decided  which  teeth  should  be  removed." 

As  a  result  of  the  experiences  of  many  surgeons  now  collated,  we 
have  reached  certain  tentative  conclusions  which  may  be  helpful 
towards  securing  better  results  when  tonsillectomy  for  systemic 
diseases  is  contemplated. 

Tonsillectomy  should  not  be  pcrfoi'med  closely  following  con- 
valescence from  an  acute  purulent  infection,  such  as  middle  ear, 
nasal  sinus  or  upper  respiratory  tract,  or  acute  exacerbation  of 
some  systemic  disease.  Reports  show  that  such  cases  have  devel- 
,oped  septicemia.  In  these  eases  it  is  better  not  only  to  wait  for  a 
considerable  time  to  elapse  before  proceeding  with  tonsillectomy, 
but  to  take  a  preliminary  culture  and  cleanse  the  tonsil  crypts  by 
suction  and  antiseptic  applications.  In  some  the  use  of  vaccines 
may  be  a  valuable  adjunct.  If  these  acute  infections  have  been 
treated  in  a  hosjiital,  the  patient  should  be  discharged  temporarily 
before  nndergoing  the  operation.  Some  patients  need  prolonged 
treatment  with  a  view  of  establishing  sufficient  resistance  to  enable 
them  to  bear  such  a  surgical  procedure  as  tonsillectomy. 

Hospital  internes  and  nurses,  especially  in  recent  active  .service 
with  septic  eases,  should  be  given  a  temporary  leave  of  absence  be- 
fore undergoing  tonsil  enucleation.  Cases  of  arthritic,  cardiac, 
renal  and  other  system  conditions  must  not  be  allowed  to  leave 
the  bed  too  soon  after  tonsillectomy.  This  jirecMution  is  not  ob- 
served closely  enough  by  many  operators. 
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The  possibility  of  acidosis  occurring  in  many  conditions,  espe- 
cially in  the  case  of  children,  or  of  those  suffering  from  any  form  of 
exhaustion,  must  be  reckoned  with  by  larjTigologists.  When  this  is 
suspected,  a  proper  and  continued  examination  of  the  urine  for  its 
by-products  '(diaeetic  acid  or  acetone)  should  be  made  before 
operating  and  if  found  the  proper  treatment  for  acidosis  given. 
Some  operators  advocate  a  pre-operative  treatment  of  acidosis  in 
all  cases.  The  postoperative  symptoms  of  uremia,  even  when  albu- 
min is  found,  may  mislead  one  in  recognizing  the  true  condition, 
i.  e.,  acidosis. 

Albuminuria  following  the  removal  of  the  tonsils  has  been  attri- 
buted to  ether  narcosis,  the  ether  supposedly  acting  as  an  irritant 
to  the  kidneys.  This  theory  cannot  be  held  tenable  in  view  of  the 
bacteriological  and  chemical  findings  in  the  examination  of  the 
urine  in  many  cases  of  tonsillectomy.  A  recent  report  by  Dr.. 
Ruddel,  anesthetist  at  St.  Vincent's  Hospital,  Indianapolis,  co- 
operating with  Dr.  Scott  Edwards,  shows  tliat  practically  as  many 
eases  of  albuminuria  followed  tonsillectomy  where  a  local  anes- 
thetic was  used.  They  attributed  the  condition  to  the  fact  that  a 
certain  amount,  perhaps  a  considerable  amount  of  infective  material, 
is  squeezed  out  of  the  tonsils  during  the  course  of  the  operation  and 
is  injected  into  the  circulation.  That  ether  seemed  to  be  a  negligible 
contributory  cause  of  allnunin  was  shown  in  the  study  of  several 
hundred  other  surgical  conditions.  They  also  observed  that,  where 
albumin  was  found  prior  to  the  operation,  it  cleared  up  in  a  great 
number  of  cases  after  a  few  days  rest  in  bed  before  tonsil  enuclea- 
tion, and  that  the  kidney  disturbance  after  the  operation  was  less 
se\'ere.  This  I  also  observed  in  a  few  of  my  cases.  Rest  in  bed  for 
from  one  week  to  ten  days,  and  a  restricted  diet  should  be  the 
proper  procedure  in  all  cases  of  albuminuria  found  prior  to  the 
operation. 

Conservatism  in  tonsil  enucleation  in  early  childhood  has  been  the 
practice  of  most  laryngologists.  The  position  of  many  laryngologists 
in  this  respect  has  been  adopted  and  maintained,  no  doubt  because 
of  the  general  belief  that  the  tonsil  should  be  respected  as  a  func- 
tionating organ,  especially  in  early  childliood' development.  The 
reports  of  competent  pediatricians,  and  of  medical  men  connected 
with  contagious  disease  hospitals,  after  years  of  clinical  experience, 
show  that  the  tonsil  is  a  greater  menace  to  health  in  early  childhood 
than  is  generally  recognized.  In  answer  to  a  letter  of  inquiry  re- 
garding this  phase  of  the  tonsil  problem.  I  received  a  number  of 
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replies  from  competent  pediatrieiaus.  The  following  letter  from 
Dr.  La  Fetra,  of  New  York  City,  is  typical  of  the  attitude  of  all 
eoueeruiug  the  tonsilar  question  : 

■"lu  answer  to  the  inquiry  in  your  letter  of  March  27,  I  write 
to  say  that  I  have  never  been  able  to  notice  anj^  abnormality  in 
growth  or  development  in  those  boys  and  girls  whose  tonsils  were 
removed  in  early  childhood.  Whatever  advantage  the  tonsils  may 
have  physiologically,  it  would  seem  that  nature  has  provided  suf- 
ficient other  tissue  of  the  same  sort  to  take  up  vicariou.sly  the  work 
of  their  tonsils  when  these  are  removed.  As  regards  their  suscepti- 
bility to  disea.se,  I  would  say  that  children  whose  tonsils  have  been 
removed  are  much  less  susceptible  to  respiratory  and  gastro-intes- 
tinal  disturbances  of  all  sorts.  ^Moreover,  when  they  have  measles, 
scarlet  fever  or  whooping  cough,  the  disea.se  is  much  less  severe 
than  it  would  have  been  had  their  diseased  tonsils  been  present." 

Dr.  Henry  Hall  Forbes'  paper  "The  Removal  of  the  Tonsils  as  a 
Prophylactic  ^leasui-e"  presented  last  year  before  the  Medical 
Society  of  the  State  of  New  York,  was  timely.  It  showed  the  atti- 
tude of  the  pediatrician,  health  ofScer  and  other  medical  men  re- 
garding phases  of  the  tonsil  question  concerning  which  there  has 
been  a  divergence  of  opinion  among  members  of  the  medical  pro- 
fession. The  present  investigation  confinns  the  information  Dr. 
Forbes  has  given  us  in  that,  excellent  paper.  Dr.  Forbes  shows  from 
the  reports  of  health  officers  that  from  eighty  to  one  hundred  per 
cent,  of  the  contagious  disease  cases  have  tonsils;  also  that  tonsils 
were  nearly  always  present  in  the  cases  which  developed  complica- 
tions. Dr.  Henry  L.  Lynali,  New  York,  writes:  'In  our  Con- 
tagious Disease  Hospitals  the  percentage  of  admissions  in  whom 
tonsillectomy  has  been  performed  is  from  two  to  four  per  cent.  The 
other  ninety-six  to  ninety-eight  per  cent  have  tonsils  in  various 
degrees  of  size. ' ' 

Regarding  the  association  of  the  tonsils  and  dentition,  one  occa- 
sionally reads  in  medical  literature  that  one  of  the  functions  of  the 
tonsils  is  an  association  with  dentition,  as  the  tonsils  become  swollen 
and  inflamed  with  the  eruption  of  the  teeth,  and  when  the  tonsils 
are  removed  in  infancy  and  childhood  there  follows  a  deleterious 
effect  on  dentition.  This  question  was  submitted  to  twelve  of  the 
best  orthodontists  and  oral  surgeons  in  America,  and  they  denied, 
without  exception,  that  early  removal  of  the  tonsils  had  any  effect 
whatever  on  the  development  of  dentition.  Tiie  answer  to  this 
question  from  Dr.  Frederick  R.  Noyes.  of  Chicago,  is  as  follows: 
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'"I  have  never  seen  any  indieation  that  the  early  removal  of  tonsils 
had  any  effect  whatever  on  the  development  of  dentition,  and  1 
know  of  no  evidence  that  tonsils  under  normal  conditions  are  in 
any  way  connected  with  the  development." 

In  view  of  these  reports  and  the  attitude  of  the  most  prominent 
pediatricians  and  health  officers  in  the  country,  should  we  not  seri- 
ously consider  the  removal  of  the  tonsils  as  a  wise  prophylactic 
measure  in  early  childhood  in  many  more  cases  than  formerly? 
Surely  this  will  be  an  advance  in  preventive  medicine  and  will 
thereby  lessen  the  number  of  tonsillectomies  that  have  to  be  per- 
formed in  adolescence  and  adult  life  in  the  treatment  of  well  es- 
tablished systemic  diseases. 

The  author  wishes  to  express  his  appreciation  for  the  valuable 
responses  from  many  members  of  tliis  Society  and  others  which 
made  this  paper  possible. 
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DISCUSSION. 

Dr.  Lee  Wallace  DeaJi,  Iowa  City,  Iowa,  said  that  in  his  service  he 
had  had  one  case  of  pulmonary  abscess  following  an  operation  on  the 
throat  of  a  child  five  years  of  age.  The  diagnosis  was  confirmed  by  the 
postmorten  examination. 

He  did  not  agree  with  Dr.  Richardson  as  to  the  advisability  of  havin,g 
patients  fast  for  six  hours  previous  to  tonsillectomy. 
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There  had  just  been  completed  in  the  Chemical  Research  Laboratory 
of  the  Deiiartment  of  Medicine  at  the  University  of  Iowa,  an  investiga- 
tion of  acidosis  in  connection  with  infection.  The  object  of  the 
research  was  to  determine  whether  children  with  a  chronic  infection 
of  the  tonsils  were  more  susceptible  to  acidosis  than  those  whose  tonsils 
were  not  affected.  It  had  been  found  that  starvation  of  children  with 
chronically  diseased  tonsils  would  always  produce  acidosis.  In  short, 
In  one  instance  the  reaction  was  alarming.  In  view  of  these  findings 
he  scheduled  his  operations  for  early  in  the  morning,  and  fed  the 
children  al)undantly  on  carbohydrates  late  at  night.  As  soon  as  possi- 
ble following  the  operation,  carbohydrates  were  given. 

Dr.  S.ylvaii  Kosenheim.  Baltimore,  Md.,  said  many  difficulties  had 
i)een  encountered  when  the  practice  was  started  of  taking  out  tonsils 
by  dissection  instead  of  tonsillectomy.  The  most  important  of  these 
difficulties  was  hemorrhage,  and  when  that  w-as  eliminated  the  problem 
seemed  to  be  solved.  Since  reading  the  articles  by  Richardson, 
Coakley,  Manges,  and  others,  on  the  subject  of  abscess,  another  view 
of  the  question  was  necessary.  He  had  had  no  experience  with  abscess 
of  the  lung  or  sepsis,  perhaps  because  of  the  technic  employed.  He 
operated  with  the  head  low,  in  order  to  keep  the  field  perfectly  clear 
,  of  the  caseous  matter.  The  failure  to  do  this  doubtless  accounted  for 
many  lung  infections. 

In  considering  results  one  must  consider  the  types  of  cases  operated 
on, — whether  they  were  mechanical  cases,  with  obstruction  to  breath- 
ing and  with  effects  on  the  hearing,  or  whether  they  were  systemic 
cases,  in  which  the  tonsils  were  operated  upon  as  foci  of  infection. 
In  the  second  class  of  cases,  while  he  had  no  detailed  statistics  at  hand, 
results  had  encouraged  him  to  continue  to  take  out  tonsils  in  the 
presence  of  such  indications.  There  might  be  other  indications  for 
removing  the  tonsils,  laryngeal  tuberculosis,  for  example,  had  lieen 
known  to  improve  after  removal  of  the  tonsils.  In  one  case  which 
he  recalled  the  vocal  cords  were  a  mass  of  infiltration,  suggesting  the 
necessity  of  laryngectomy.  The  patient  was  sent  to  a  lung  specialist, 
a  section  was  removed,  and  typical  tubercles  found.  The  tonsils  were 
removed  as  a  prophylactic  measure,  and  the  patient  recovered  entirely. 
The  tonsils  had  also  been  suggested  as  the  foci  of  infection  in 
poliomyelitis. 

I>r.  George  V.  Cott,  Buffalo.  X.  Y.,  recalled  two  cases  of  systemic 
diseases  in  which  removal  of  the  tonsils  was  resorted  to.  In  one,  a 
woman  with  arthritis  of  mild  character,  in  which  she  could  not 
straighten  her  left  knee  for  six  weeks,  was  able  the  next  day  to  do  so 
without  pain,  she  left  the  hospital  in  less  than  a  week.  In  another 
woman,  aged  4  4  years,  with  a  large  goitre  and  arthritis,  after  removal 
cf  the  tonsils  her  symptoms  were  much  ameliorated  and  two-thirds  of 
the  goitre  disappeared. 

He  recalled  a  case  in  the  practice  of  a  colleague  who  did  a  minor 
uterine  operation  on  a  patient  with  goitre,  intending  to  remove  the 
goitre  later;  the  patient  promptly  died. 

The  speaker  presented  lantern  slides  showing  lung  abscess.  Artificial 
pneumothorax  was  doubtless  the  most  efficient  treatment.  It  should 
be  employed  by  the  laryngologist.  The  reader  might  be  easily  in- 
structed, and  without  danger  to  the  patient,  by  using  the  fluoroscope. 

Dr.  Wolfl'  Preudeutliiil.  New  York  City,  unlike  Dr.  Richardson,  some- 
limes  had  vomiting  during  operation.  In  view  of  the  lymphatics  o|)ened 
in  the  course  of  operations  on  the  upper  air  passages  it  was  remarkable 
that  more  cases  of  infection  were  not  encountered.  Six  out  of  eight 
cases  cited  by  Manges  had  occurred  in  one  hospital  in  kew  Y'ork  City. 
This  was  significant. 

He  did  not  agree  with  Dr.  Layman  with  reference  to  prophylactic 
tonsillectomy  in  every  child. 
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l>r.  Lee  Cohen,  Ualtiniore,  Md.,  emi)hasized  the  importance  of  formu- 
lating some  general  procedure  in  operating  in  the  presence  of  focal 
infection.  There  were  various  focal  infections  which  were  manifest  in 
tlie  absence  of  disease  of  the  tonsils.  Among  a  number  of  cases 
referred  to  him,  in  one  there  were  definite  deposits  in  the  joints,  and 
in  one  there  was  definite  neuro-retinitis.  He  made  cultures  to  ascer- 
tain whether  organisms  could  be  found.  In  twelve  cases  the  cultures 
s^howed  streptococcus  viridans  associated  with  pneumococcus.  In 
these  cases  the  results  were  al)Solute.  The  internist  had  excluded 
every  other  source  of  infection  before  the  cases  were  sent  to  him. 

Ilr.  Hol>ort  H.  ('raij-,  Montreal.  Canada,  had  had  one  ca.se  of  lung 
aliscess  attributable  to  the  anesthetic.  Since  this  occurrence,  in  oper- 
ating upon  adults  he  had  preferred  to  use  intratracheal  insufflation, 
for  which  he  claimed  man.v  advantages.  The  operation  was  facilitated 
by  having  the  anesthetist  out  of  the  field  of  operation.  A  continuous 
How  of  ether  and  air,  warmed  through  a  water-bath  to  body  tempera- 
ture, was  administered  in  any  mixture  of  the  two,  from  pure  air  or 
oxygen  to  pure  ether,  the  average  being  35  per  cent,  ether  to  6.5  per 
cent.  air.  The  ether-air  vapor  was  forced  into  the  lungs  through  the 
tracheal  tube  with  five  to  ten  millimeters  mercury  pressure  for  children, 
and  ten  to  twenty  for  adults,  thus  insuring  a  forced  exit  of  air  from  the  < 
glottis,  ^\hich  prevented  the  aspiration  of  mucus,  blood  or  other  oral 
or  nasal  secretions.  The  operation  could  be  done  more  deliberately, 
as  once  the  patient  was  comiiletely  anesthetized  the  amount  of  anes- 
thesia could  be  more  carefully  gauged  than  by  any  other  method  of 
administration. 

The  recovery  from  the  anesthetic  was  accomplished  almost  without 
thock  or  vomiting,  as  the  patient  could  be  given  air  or  oxygen  through 
the  tracheal  tube  after  the  oi)eration  was  completed.  It  was  necessary 
to  have  an  expert  anesthetist  for  this  work. 

Dr.  L:iyni:in,  in  closing  the  discussion,  did  not  wish  it  to  be  inferred, 
as  Dr.  Freudenthal  had  suggested,  that  he  advocated  tonsillectoiry  in 
all  cases. 


P]XAM1NATI0N  OF  THP]  LARYNX  AND  UPPER  END  OP 
THE  ESOPHAGUS  WITH  THE  HEAD  STRAIGHT. 

By   RICHARD  HALL  JOHNSTON.  M.   U.,    HaUimorc,  IW. 

Trchinijiii.  Su|iiiie  Position.  After  wrapping  and  pinning  the 
child  in  a  sheet  .so  that  arms  and  legs  are  practically  immovable,  he 
i.s  placed  supinely  on  the  table  with  the  head  straight  and  in  the 
same  plane  as  the  body.  x\n  assistant  stands  at  the  end  of  the  table 
and  .steadies  the  head  between  the  hands.  A  nurse  attends  to  the 
body  and  limbs.  Standing  to  the  left  or  right  side  of  the  table,  the 
operator  passes  the  10  mm.  laryngoscope — long  for  older  children, 
short  for  infants — between  the  respective  bicuspid  teeth,  pushes 
the  tongue  to  the  opposite  side,  raises  the  epiglottis  and  exposes  the 
larynx  in  a  few  seconds.  If  the  operator  is  right-handed,  it  is 
better  to  hold  the  tube  in  the  left  hand  and  pass  it  from  the  left 
.side  of  the  table  leaving  the  right  hand  free  for  operative  procedure. 
In  the  ca.se  of  a  left-handed  operator  the  right  side  of  the  table 
must  be  iised.  After  viewing  the  larynx,  if  it  is  desirable  to  examine 
the  upper  end  of  the  esophagus,  the  spatula  end  of  the  instrument 
is  pushed  back  of  the  larynx  and,  usually  without  a  lifting  move- 
ment, the  esophagus  opens  up  and  can  be  quickly  observed  for 
strictures  or  foreign  l)odies.  While  not  absolutely  necessary,  a  full 
dose  of  atropine  a  half  hour  beforehand  will  aid  the  operator  in 
securing  a  dry  throat.  The  exposure  of  the  larynx  and  upper  end 
of  the  esophagus  is  done  so  quickly  that  it  is  not  necessary  to  starve 
the  patient. 

The  abo\e  t('clini(|ue  is  used  in  adults  under  geueral  anesthesia 
for  operating  in  the  larynx  and  for  the  examination  of  and  the  re- 
moval of  foreign  bodies  from  the  upper  end  of  the  esophagus.  It 
is  rarely  the  case  that  general  anesthesia  is  required  iu  direct 
laryngoscopy  in  adults.  They  can  be  examined  and  treated  in  the 
sitting  position  witli  the  head  straight  or  slightly  extended  if  the 
10  mm.  tube  be  used.  In  such  cases  the  head  is  supported  between 
the  palms  of  the  hands  of  the  nurse. 

AnrsfJiatia  in  Direct  Laryngoscoprj.  lu  children  up  to  ten  years 
of  age.  no  anesthesia,  local  or  general,  is  necessary  in  routine 
work,  .\fter  ten  years  the  operator  must  use  his  .judgment  as 
to  anesthesia.     In  one  ])atient,   eleven  years   old,   the  writer  did 
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an  csopliagaseopy  uiidcr  uoi-aiii  with  tlu-  l>oy  iu  thv  sitting  posi- 
tion ;  in  a  boy,  tiftecn  years  olil,  a  papilloiua  of  the  trachea  Mas 
removed  throiigli  tlie  !*  mm.  bronchoscope  under  local  anesthesia 
in  the  sitting  position,  lu  adtilts  the  writer  prefers  alypin  anes- 
thesia— 20  per  cent,  solution  which  can  be  tised  ad  libitum  though, 
in  most  patients,  a  sjnall  quantity  suffices.  In  operative  cases  a 
liyi:)oderuiic  of  niorphin,  ^^  to  V';  of  a  grain  and  atropine,  1/150 
of  a  grain  helps  greatly.  In  foreign  bodies  in  the  bronchi  iu 
adults  in  whieii  anesthesia  is  necessary,  the  bronchoscope  is  easily 
and  quickly  passed  through  the  direct  laryngoscope  with  the 
head  straight :  the  head  is  then  lowei'ed  to  the  plane  of  the  table, 
the  laryngoscope  removed  and  tlic  bronchoscopy  proceeded  with. 

Iiisfrununts  used.  With  three  tubes  one  can  examine  all  patients. 
For  routine  work  the  writer  uses  the  modified  Jackson  10  mm.  tube 
which  exposes  the  larynx  and  upper  end  of  the  esophagus  in  adults 
and  older  children.  This  tube  can  also  be  Used  in  infants  but  is 
somewhat  clumsy  in  very  small  throats.  For  the  latter  class  of 
patients  the  writer  uses  a  much  shorter  separable  tube  which  is  val- 
uable in  passing  the  4  mm.  bronchoscope  and  in  the  removal  of  flat 
foreign  bodies  such  as  watermelon  seed  from  the  trachea  of  the  in- 
fant. In  three  such  cases  the  v.-riter  has  introduced  the  baby 
speculum  with  the  liead  straight  and  has  removed  the  foreign  body 
by  passing  forceps  between  the  vocal  cords  without  the  use  of  a 
tracheosocope.  The  third  tube  which  is  useful  in  operating  in  the 
larynges  of  adults  is  the  Jackson  12  mm.  laryngoscope,  the  largest 
the  writer  uses  in  his  operative  work. 

Advantages  of  the  straight  nutliod.  The  greatest  advantage  is 
the  fact  that  no  trained  assistants  are  needed.  One  can  operate  at 
the  house  of  the  patient  with  the  aid  of  the  family  physician  and 
the  mother  or  child's  nurse  or  at  a  hospital  in  which  such  work  has 
not  been  seen.  Wlu^n  working  in  private  homes  it  is  not  necessary 
to  give  atropine  or  to  make  any  preparation,  ilore  than  once  the 
writer  has  made  examinations  as  above  described  and  in  one  patient 
— a  boy,  ten  years  old, — who  had  swallowed  a  collar  button  which 
lodged  in  the  larynx  and  who  had  been  traeheotomizedby  the  family 
physician  to  prevent  suifocation,  the  writer  traveled  ten  miles  in  the 
country  at  night  to  remove  the  foreign  body  with  the  head  straight. 
The  assistants  were  the  family  i)hysician  and  the  father,  neither  of 
who  had  seen  a  direct  laryngoscope.  No  anesthetic  was  iised.  In 
another  patient,  four  months  old,  a  baby  pin  was  removed  from  the 
larvux  in  the  office  of  Dr.  W.  S.  Baei-  a  few  minutes  after  the  X-i'av 
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picture  had  revealed  its  presence.  Again  the  assistants  were  men 
wlio  liad  never  seen  the  instrument  used. 

Recently  the  writer  removed  an  open  safety  i)in  from  the  larynx 
of  a  baby,  six  months  old,  who  wa.s  brought  to  his  office  ou  Sunday 
after  hours  by  the  family  physician  who,  with  the  child's  nurse, 
rendered  first  aid. 

Another  child,  fourteen  months  old,  with  a  penny  at  the  upper 
end  of  the  esophagus  was  brought  to  the  office  from  the  country  and 
was  cpiiekly  relieved  of  its  burden  with  the  help  of  the  family 
physician  and  the  father.  Since  this  was  wi-itten  the  same 
physician  has  brought  another  patient,  eighteen  months  old,  with  an 
overcoat  button  at  the  iipper  end  of  the  esophogus.  This  was 
likewise  quickly  removed  in  the  office  with  the  head  straight. 
One  Sundaj'  night  a  physician  called  the  writer  and  asked  him 
if  he  would  see  a  baby  immediately  with  some  obstruction  in  the 
throat.  The  history  was  that  the  child,  one  month  old,  has  had, 
since  birth,  attacks  of  ditificnlt  breathing  and  cyanosis.  When 
the  child  was  brought  to  the  office  about  10  o'clock,  the  face  was 
.slightly  blue.  The  examination  was  made  at  once  and  showed 
a  normal  larynx.  The  next  day  Dr.  H.  E.  Ashbury  took  X-ray 
pictures  which  revealed  an  enlarged  thymus  gland  which  gradu- 
ally jaelded  to  treatment. 

Tlie.se  eases  are  not  cited  to  advertise  the  skill  of  the  writer 
but  to  emphasize  the  ease  with  which  straight  direct  laryngoscopy 
and  esophagoscopy  can  be  done.  It  is  so  .simple  that  it  jjuts  direct 
laryngoscopy  within  the  reach  of  every  laryngologist.  The 
instruments  needed  are  few ;  hospital  team  work  and  trained 
assistants  are  not  needed  for  successful  work,  and  the  head  of 
the  patient  lies  before  one  in  the  normal  natvxral  position  instead 
of  "upside  down"  as  it  appears  to  some  beginners  in  extension. 
The  landmarks  are  more  easily  recognized  because  there  is  no 
possibility  of  their  getting  out  of  the  normal  position.  After  the 
exposure  of  the  larynx,  the  iiand  holds  the  insti'ument  in  position 
without  .strain  as  long  as  may  be  necessary.  In  two  ca.ses  of 
papillomata  in  children — a  boy,  ten  years  old,  and  a  girl  of  five  years 
— under  general  anesthesia  the  writer  exposed  the  larynx  fifteen 
minutes  and  applied  radium  between  the  vocal  cords  with  the 
right  hand.  One  point  in  the  removal  of  foreign  bodies  from  the 
vipper  end  of  the  esophagus  is  of  importance.  With  the  head 
straight  the  10  mm.  tube  approaches  the  esophagus  at  an  acute 
angle  which  makes  it  impossible  to  override  the  foreign  body. 
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Flat  ohjt'C'ts  sometimes  lie  iii  the  posterior  plane  of  the  esophagus 
ami  tile  tube,  passed  straight,  may  fail  to  reveal  the  intruder. 
The  writer  has  never  failed  to  tiud  the  foreign  body  at  the  tirst 
examination  with  the  head  straight. 

In  conclusion  it  may  be  in  order  to  cite  an  incident  which 
emphasizes  the  importance  of  having  a  working  knowledge  of 
direct  laryngoscopy.  About  four  years  ago  the  writer  was  asked 
to  examine  with  tlie  tube  the  throat  of  a  girl,  six  years  old,  who 
had  been  hoarse  eleven  months.  Tonsils  and  adenoids  had  been 
removed  by  the  family  physician  without  benefit.  In  March  the 
little  patient  was  taken  to  a  specialist  in  Baltimore,  Professor  of 
Laryngology  in  a  medical  school.  He  was  unable  to  see  the 
larynx  with  a  mirror  but  had  made  a  diagnosis  of  multiple 
papilloniata  and  had  treated  the  condition  with  sprays  and 
gargles,  lu  July,  when  no  benefit  had  come  from  five  months' 
treatment,  the  parents  insisted  that  something  further  be  done. 
The  writer  was  asked  to  pass  the  laryngoscope  at  the  hospital 
with  which  the  Professor  was  connected.  He  was  present  at  the 
examination  and  talked  confidently  of  finding  the  larynx  filled 
with  papilloniata.  Tiie  patient  was  examined  without  anesthesia 
with  the  head  straight.  When  the  larynx  was  exposed  a  dark 
mass  was  seen  in  the  subglottic  space  which  proved  to  be  a 
foreign  body.  The  Professor  was  greatly  chagrined  when  no 
papillomata  were  found.  This  story  carries  a  moral.  If 
laryngologists  do  not  want  to  make  false  diagnoses  or  to  take  the 
risk  of  being  shown  up  by  a  fellow  specialist,  innocently  or  inten- 
tionall.v.  they  had  better  take  the  trouble  to  learn  to  see  the 
lar.niges  of  all  children  by  simple,  straight,  direct  laryngoscopy. 


A  NEW  .METHOD  OF  WORKING  OUT  DIFFICULT 
MECHANICAL  I'ROBLEMS  OF  BKONCHOSCOPIC 
FOREIGN-BODY  EXTRACTION. 

By  CHEVALIER  JACKSOX,  1[.  U.,   Philadelphia,  Pa. 

The  eudoscopic  removal  of  a  foreigu  body  that  has  uo  sharp 
edges  or  points  to  catch  in  the  bronchial  wall  and  that  is  not 
impacted  is  quite  simple.  On  the  other  hand,  certain  foreign 
bodies  with  long  and  sharp  points  or  with  acute  angles  may 
require  much  ingenuit.^•  to  disengage  them  so  that  they  become 
free  to  move  and  safe  to  make  traction  upon  with  forceps.  To 
pull  upon  an  entangled  foreign  body  in  either  the  bronchi  or 
e-sophagius  is  to  court  disaster.  If  such  traction  be  not  fatal,  as  it 
usually  is,  ultimate  removal  is  made  much  more  difScult  or 
impossible. 

In  this  disentangling  procedure  when  all  previously  made 
instruments  had  failed,  the  author  found  it  possible  to  solve  the 
problem  by  means  of  probes  and  various  forms  of  instruments 
bent  and  made  to  suit  the  purpose  demanded  by  the  mechanical 
problem  presented  in  the  particular  ease.  In  some  cases  it  is 
possible  to  work  out  beforehand  a  curve  or  an  angle  that  will 
do  the  work;  in  other  oases  it  i.s  necessary  patiently  to  form  and 
i-eform  the  end  many  times,  testing  each  time,  until  the  precise 
angle  or  turn  or  series  of  angles  or  turns  is  obtained  to  do  the 
work. 

The  faults  of  stock  instruments  for  this  purpose  are  two: 
1.  They  may  be  of  not  quite  the  proper  shape.  2.  They  may 
have  been  subjected  to  too  sharp  bending  Mhich  destroys  the  ten- 
sile strength  of  the  steel.  3.  If  the  shape  is  not  exactly  proper 
the  instrument  will  not  accomplish  its  purpose. 

If  the  tensile  strength  has  been  impaired  the  instrument  may 
l)reak ;  because  endoscopic  instruments  are  necessarily  delicate 
and  the  maximum  tensile  strength  of  the  best  tool  steel  (Stubli's) 
is  none  too  great  when  reduced  to  the  thread-like  size  needed  for 
work  in  solving  a  difficult  mechanical  problem  in  the  small 
bronchi  of  children.  AVhen  the  endoscopist  himself  works  out  an 
instrument  he  knows  that  it  has  not  been  sub.iected  to  strains  of 
strength-impairing  character.  If  such  strains  occur  he  should 
throw  the  steel  awav  and  start  afresh. 
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The  author's  procedure  ■when  a  difficult  case  is  encountered,  is 
to  study  over  his  previous  cases  of  the  same  kind  of  foreign  bodj^; 
if,  as  is  now  usually  the  case,  he  has  had  to  deal  with  similar 
foreign  bodies.  Next,  a  bronchoscopy  or  an  esophagoscopy,  as 
the  ease  may  be,  is  done,  with  all  previously  used  instruments  at 
hand  for  use  if,  on  endoscopic  study,  they  meet  the  requirements 
of  the  problem.  If  they  do  not,  mental  notes  and  measurements 
are  taken  and  a  series  of  probes  or  other  instriunents  is  made. 
These  are  tried  out  thoroughly  on  the  work  bench  using  a  piece  of 
rubber  tubing  for  a  manikin.  One  end  of  the  tubing  is  anchored 
in  a  small  vise  which  lies  on  the  table,  giving  stability  to  the  distal 
end  of  the  tubing  (Fig.  1).  If  the  instruments  will  not  enable 
the  endoscopist  to  disentangle  the  foreign  body  in  tliis  manikin, 
obviously  they  will  not  enable  him  to  do  it  in  the  living  patient ; 


Fig:.  1.  A  simple  manikin  for  working  out  meclianical  problems  of 
foreign  body  extraction.  Almost  any  problem  can  be  simulated.  The  vise 
lies  flat  upon  the  table  and  the  size  of  tubing  is  selected  to  correspond  to 
the  .size  of  the  bronchus. 

and  a  continuation  of  careful,  patient  study  is  undertaken  until 
the  problem  is  solved. 

Having  solved  the  simulated  problem  on  the  manikin,  the  solu- 
tion of  the  real  problem  in  the  patient  is  attempted,  and  usually 
with  success.  If  unsuccessful  a  slight  modification  of  the  probes 
may  succeed.  This  modification  is  made  by  means  of  the  spirit  lamp 
and  the  pliers  (Figs.  2  and  3),  which  are  .sterile  and  ready  on  a 
sterile  table  in  the  operating  room.  The  instrument  must  be  allowed 
to  cool  slowly.  If  chilled  quickly,  as  by  immersion  in  water,  the 
steel  will  be  hardened  and  consequently  made  brittle.  Cooling 
slowly  anneals  the  steel.  These  slender  instruments  cool  almost 
instantly.  They  should  be,  when  finished,  withdrawn  slowly  from  the 
flame  in  an  upward  direction  so  tliat  the  lieat  after  leaving  the  tlaiiic 
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will  prevent  suddeu  cliillin":  in  tin-  air.  If  some  degree  of  spring  is 
de.sired  the  finished  instrument  can  be  liardened  "Tight  out"  by 
immersion  in  water  when  dull  cherry  red.  Then  the  temper  can  lie 
drawn  to  tlie  degree  desired  by  any  one  of  a  number  of  methods. 
This  tempering  had  best  not  be  attempted  by  any  one  not  thoroughly 
familiar  with  the  procedure.  Fortunately,  tempering  is  very  rarely 
required.  For  practically  all  purposes  such  as  we  are  considering 
here,  the  annealed  steel  serves  best.     If  the  tool  steel  is  of  the 


Figs.  2,  3  and  4.  Pliers  for  the  bending  of  probes.  The  surfaces  of  the 
jaws  are  polished  so  as  not  to  roughen  or  mutilate  the  probes  in  bending. 
At  A  is  shown  a  probe-shaped  steel  rod,  a  number  of  which  are  prepared 
beforehand  for  shaping  to  suit  tlie  particular  mechanical  problem  when 
encountered.  The  probe  is  shown  held  in  a  jeweller's  hand  vise  for  shap- 
ing. After  removal  from  the  vise  a  handle  is  made  by  bending  over  to  a 
right  angle  about  1  cm.  of  tlie  proximal  end. 

highest  qualitj-  it  will  have  sutfieient  stiffness  when  annealed. 
Under  no  circumstances  should  work  of  this  kind  be  attempted  with 
wire,  machinery  steel,  or  iron. 

On  the  tool  table,  in  addition  to  the  newly-wrought  instruments, 
ai'e  a  number  of  .straight  steel  rods  formed  with  probe-shaped  ends 
(Fig  4),  and  a  number  of  straiglit  nnwrought  rods.  These  are  for 
forming  an  entirely  new  instrument  if  desired,  though  this  will 
rarely  be  necessary  unless  the  position  of  the  foreign  body  has 
shifted,  thus  changing  the  ineclianical  problem.  Such  shifting  rare- 
Iv  occurs  in  tlie  class  of  cases  liere  considered. 
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Tlie  prcihi's  (Via.  4).  are  iiuuli'  l).v  tilinu-  in  a  wati-luiuiker's 
latlif.  Of  foiii'se  they  eaii  l)e  made  up  in  quantities  at  the  instru- 
ment maker's,  but  those  made  from  the  steel  rod  by  the  endoscopist 
himself  inspire  the  most  confidence.  They  can  be  filed  to  shape 
while  being  held  in  a  hand-vise,  if  no  small  lathe  is  at  hand ;  but  the 
lathe-made  probes  a^-e  more  quickly  and  conveniently  wrought  to 
shajie.  In  the  solution  of  some  problems  a  flattened  or  a  sijuared 
cross  section  on  the  end  of  the  probes  is  advantageous.  In  this  case 
the  cone  of  the  lathe  is  locked  at  tlie  proper  po.sitiou  and  accurate 
filing  can  be  done.  The  most  convenient  form  of  handle,  it  has 
seemed  to  the  author,  is  the  simple  right-angle  bend  shown  in  Fig. 
4).  This  is  alwa.ys  made  last  and  is  turned  so  as  to  be  oppo.site  the 
bend  foi-med  on  the  distal  end :  so  as  to  be  in  all  instruments  in  the 
same  relation.  By  this  means  the  position  of  the  probe-end  is  alwaj's 
in  mind. 

In  forming  probes  for  the  purposes  herein  mentioned  it  is  neces- 
sary to  see  that  they  are  not  hooks;  that  is,  that  they  do  not  ap- 
proach too  closely  to  a  right  angle.  A  more  or  less  obtuse  angle  or 
an  approach  to  spiral  form  will  always  permit  them  to  be  withdrawn 
by  l)ackward  rotation.  To  have  an  instrument  so  entangled  as  not 
to  be  able  to  disengage  it  would  be  a  serious  or  possibly  fatal  pre- 
dicament, as  reported  by  Hubbard  in  the  use  of  a  snare. 

Great  caution  is  necessary  in  the  use  of  these  bent  probes  and  the 
utmost  delicacy  of  the  sense  of  touch  must  be  exercised,  as  it  is  very 
easy  to  perforate  the  bronchial  wall  with  either  the  probe  or  the 
foreign  body. 

Tools. 

The  tools  needed  for  this  work  are  mainly  tho.se  of  the  jeweller, 
not  those  of  the  blacksmith  or  machinist.  Extreme  delicacy  and 
precision  are  essential.  Lack  of  tiiese  will  result  in  eitlier  a  clumsy 
instrument  or  one  with  weak  places. 

Lathe.  A  good  precision  lathe  is  essential,  and  it  must  be  deli- 
cate. The  Webster-WHiitcomb  .ieweller's  lathe  is  a  .standard  quality. 
It  should  have  a  full  asf^ortment  of  chucks  and  attachments.  In 
pas.sing  it  may  be  said  that  the  mastoid  curets  of  the  otologi.st  can 
be  .sharpened  from  the  inside  of  the  bowl  by  a  carborundum  bar  held 
in  this  lathe,  so  as  to  cut  in  a  way  that  will  seem  incom]M-ehensible 
to  those  used  to  dull  curets. 

Work-hrnch.  A  firm,  soliil  work-beiicli  at  a  window  whei-e  gooci 
lii'iglit  davlight  mav  be  had  is  essential. 
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Vise.  A  small  jeweller's  heneh-vise  is  needed.  It  slioidd  have 
detacliable  leather  facings  for  tiie  jaws  so  as  not  to  rouglien  the 
probes  when  they  are  held  after  finishing.  In  the  rougher  part  of 
the  work  the  more  accurate  holding  of  the  bare  jaws  is  needed.  The 
common  cast-iron  vise  is  a  mere  toy  and  will  not  serve.  A  small 
hand-vise  or  a  jeweller's  pin- vise  is  also  needed. 

Files.  A  set  of  jeweller's  needle  files  is  best  for  this  delicate 
work.     They  are  made  of  twelve  different  fonns  of  cross  section. 

Pliers.  Square-nosed,  round-nosed  and  pointed  fiat-nosed  pliers 
are  needed.  Two  sets  are  essential ;  one  set  with  roiighened  jaws  for 
the  rough ing-out,  and  one  set  with  absolutely  smooth  and  polished 
jaws  for  bending  the  finished  probes.  The  pliers  used  by  opticians 
for  fitting  spectacle  frames  are  best  for  the  latter  purpose.  A  pair 
of  heavy  cutting  pliers  is  convenient  for  cutting  oft'  the  probes,  or 
other  instruments,  to  length. 

Anvil.  A  jeweller's  anvil  is  very  convenient  as  is  also  a  bench- 
block  of  faced  and  smoothed  cast-iron,  for  straightening  rods,  etc. 


if  meclianical    problems   and 

Polishixg  tools.  A  good  jeweller's  motor  with  carborundum 
grinding  wheel  and  a  buffing  wheel  is  very  convenient.  Emery 
cloth  of  finest  grain,  and  rouge  cloth  are  needed  for  hand-smoothing 
and  lathe-finishing.  A  high  polish  is  objectionable,  but  the  instru- 
ments should  be  smooth.  They  may  be  blued  after  finishing  by 
heating  in  the  bunsen  fiame.  Tlie  dark  blue  instruments  of  dull 
finish  are  more  easily  seen. 

Alcohol  lamp  is  convenient  because  it  can  be  sterilized  and  placed 
on  the  tool  table  in  the  operating  room  for  bending  probes.  For 
use  in  the  work  shop  the  l)unsen  gas  burner  may  be  used. 

Manikin.  The  manikin  of  Killian  was  made  to  teach  introduc- 
tion of  the  tubes.  It  was  for  use  in  the  sitting  position.  The  man- 
ikin of  Von  Schrotter  was  for  teaching  introduction  in  the  lateral 
position.      Habliard    has    made   an    excellent    manikin    i'oi'    usi>    in 
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siiimlatingf  the  ret'uiulx'nt  position.  The  author  uses  for  the  work- 
ing o>it  of  mechanieal  probleiii.s  a  hit  of  drainage  tubing  about  20 
centimeters  long,  the  distal  end  being  held  in  a  small  cast-iron  vise 
that  can  be  purchased  for  twenty-five  cents  at  any  hardware  shop. 
In  use  it  is  not  fastened  to  the  lieneh,  but  allowed  to  rest  on  the 


Fig.  6.  Schema  showing  iiow  a  bar  pin  was  pushed  down  by  iU-advised 
alternate  pushing  and  pulling  until  it  had  been  forced  into  tlie  lowest  pos- 
sible position.     Complete  perforations  as  shown  at  B  and  D  are  usually  fatal. 

bench,  desk  or  table.  Much  practice  may  be  had  with  it  at  odd 
moments.  For  demonstration  of  mechanical  problems,  and  some- 
times for  study  of  them,  a  glass  tube  is  used.  Fig.  5. 

Other  tools.  The  other  tools  that  are  convenient  and  that  the 
mechanically-inclined  endoscopist  can  and  will  naturally  add  to  his 


BROi\-CHOSCOriC    FOREIGX-BOUT    EXTRACTION. 


157 


workshop  are  too  numerous  to  mention.  Saws,  drills,  reamers, 
serew-plates,  taps,  dies  and  so  on  ad  infinitiini  can  be  used  with 
pleasure  and  profit  by  those  who  naturally  turn  to  such  work  as 
recreation.  But  it  is  not  for  such  that  tliis  article  is  written.  It 
will  not  pay  the  busy  bronchoscopist  to  make  his  own  instruments 
for  general  work.  There  are  some  instruments,  however,  such  as 
those  herein  before  described  that  he  can  make  for  the  particular 
case  that  will  enable  him  to  get  out  a  foreign  body  that  otlierwise 
he  will  never  get  out. 


Jlhislrative   Case. 

Infant,  aged  4  months,  aspirated  a  bar  pin,  to  remove  which  two  attempts 
had  been  made,  first  under  ether  anesthesia,  next  under  chloroform.     Tracheot- 


Schema   illusti-ati 


metiiod   of  closing  a  bar-pin. 


oniy  had  been  done  as  stated  by  my  predecessor  in  the  case  (who  has  since 
urged  :iie  to  make  this  publication  of  it)  for  the  combined  reasons  that  (a) 
the  first  bronchoscopy  was  followed  by  subglottic  edema ;  (b)  the  pin  was 
supposed  to  be  in  the  cervical  trachea  reachable  by  tracheotomy;  (c)  this 
failing,  removal  could  be  accomjjlished  by  bronchoscopy  through  the  tracheo- 
tomic  wound.  These  procedures  all  failed  however  and  the  child  was  brought 
to  our  clinic.  Temperature  104.3°,  jjulse  158,  respirations  52.  The  breath 
was  foul,  the  lips  were  cut,  sloughing  shreds  of  mucosa  were  visible  in  the 
pharynx.  Mucopus  wa.s  streaming  down  the  neck  from  the  tracheotomic  wound 
in  which  was  an  oversized  aluminum  cannula  full  of  crusted  secretions.  The 
child  was  pale  and  very  fretful.  It  moaned  almost  constantly,  and  slept  but 
little.     We  did  not  expect  it  to  live  longer  than  a  few  hours;   and  in  consulta- 
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linn  with  my  i.rc-ilc.-cssDi-  in  I lir  rasr  il  wiis  dcciaod  tli;it  nothing  was  to  be 
(lone  but  to  Irv  to  get  the  child  to  rally.  It  «as  clear  that  it  was  suffering 
from  surgii-al  shock  and  sepsis,  not  from  the  pin.  Contrary  to  our  expectations 
the  child  lingered  along  for  a  few  days  and  then  slowly  began  to  improve. 
.\l  the  enil  of  three  w(>eks  the  teni|peratiire  was  almost  normal  and  the  child 
\\;is  in  fairly  g(uid  cmidition.  Tlu're  was  a  loose  Cough,  dullness  over  the  left 
loHcr  lulii",  wliicli   ^^as  full  of  rales.      A  radiograph  showed  imperfect   drainage 


Ijically   fiuni  tlie  lutt   lironclius  of 


from   the  left   lower  lobe.     The   bar   pin   was   seen   to   be   in   the  left   bronchus 
about  si.x  millimeters  below  the  bifurcation. 

Without  anesthesia,  the  4-millimeter  bronchoscope  was  passed  through  the 
mouth.  There  were  patches  of  exudate  in  streaks  on  the  tracheal  wall.  Pus 
filled  the  left  bronchus,  and  no  air  seemed  to  be  passing  in  or  out  of  the  left 
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liriiiii'luis,  wliose  "alls  were  so  swnlloii  tliat  tlie  end  of  tlio  ]iiii  was  bidilen  from 
view.  The  jiin  «as  a|ii)aieutly  wedged  fast.  It  was  tlioiiglit  liest  not  to  make 
any  attempt  to  work  with  it  for  a  time,  for  both  local  and  general  reasons. 
Meanwhile  a  method  of  removal  was  to  be  worked  out  in  the  bronchoseoi)ie 
laboratory. 

It  was  (|uite  <-lear  from  the  statenjents  of  my  predeeessor  and  from  endti- 
scopii-  inspection  of  the  case  that  what  happened  was  this:  As  shown 
schematically  in  Fiff.  (i,  the  bar  pin  had  been  at  first  lying  loosely  in  the 
trachea,  as  shown  at  .A.  Traction  resulted  in  causing  the  ]iinpoint  to  enter 
the  tracheal  wall  as  shown  at  B,  jireventing  withdrawal.  To  liberate  the  point, 
the  pin  had  been  jnished  downward  to  a  new  position  (c)  where  traction  again 
can.se<l  the  point  to  enter  the  bronchial  wall.  This  had  been  repeated  until  the 
pin  was  forced  down  tightly  as  far  as  it  could  go  in  the  small  stem  bronchus 
of  a  four  months  old  infant,  and  there  anchored  with  what  seemed  utterly 
ho|ieless  tightness.  Of  course  some  such  ratchet-like  action  ilomiward  occuis 
from  cough  and  even  respiration ;  but  my  predecessor  nobly  took  the  blame 
upon  himself,  claiming  that  the  intruder  if  unmolested  could  not  have  arrived 
at  such  a  condition  of  impaction  and  anchorage.  The  greatest  difficulty  arose 
from   the  fact  that  the  forcing  in  of  the  pin  together  with  the  edema  left   no 


Fig-.  !t.  Cast  of  the  trachea 
aged  one  year.  Actual  size. 
larger  than  a  large  straw. 


room  at  the  side  of  the  pin  to  work.  Anj'  instrument  inserted  would  need  to 
make  room  for  itself  by  displacing  the  edema  and  the  utmost  care  would  be 
necessary  to  i)revent  ]ierforation  of  the  bronchial  wall  by  the  instrument  or  the 
foreign  body.  In  adilition  to  this  it  should  be  remembered  that  the  stem 
bronchus  of  a  child  of  this  age  is  not  over  three  millimeters  in  diameter  (Pig. 
9).     It  seemed  as  though  bronchosiopy  had  once  more  encountered  the  impossi 
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ble.  To  pull  the  intruder  out  at  all  lia2artls  would  certainly  have  )jeen  lUMiuiptly 
fatal,  and  was  not  to  be  considered  for  a  moment. 

The  method  finally  worked  out  on  the  manikin  is  shown  schematically  in 
Fiji.  '■  The  fine,  bent  probe,  B,  was  formed  to  the  proper  curve  to  be  insinu- 
ated l\v  rotation  to  the  position  shown.  Then  by  gently  turning  the  bent  probe, 
at  the  same  time  making  gentle  pressure  with  the  fixing  push  rod,  C,  the  pin 
was  closed.  This  rendered  forceps  withdrawal  safe  and  not  difficult.  No 
anesthetic  general  or  local  was  used.  The  child  made  a  good  recovery  and  has 
remained  entirely  well. 

Part  of  the  inconceivable  difficulty  here  presented  was  in  the  small  si>e  of 
the  trachea  and  bronchi  in  an  infant  of  four  mouths,  coupled  with  the  limited 
time  that  it  is  safe  to  continue  working. 

The  main  bronchi  are  not  larger  than  a  goose-quill  and  to  stretch  them  In- 
forcing  in  a  large  tube  is  certain  death.  The  lumen  diameter  at  four  months 
of  age  is  not  more  than  half  what  it  is  at  twelve  months. 

My  preaeeessor  in  this  case  asked  that  mention  of  his  name  be  omitted  in 
order  that  I  might  feel  absolutely  nnhampered  in  fnlly  stating  the  case  so 
that  others  might  avoid  committing  the  error  of  jiursuing  a  foreign  body 
downward. 

For  use  in  the  esophagus,  forceps  may  be  substituted  for  the  fixing  rod. 

Conclusions. 

1.  Tool-steel  probes  formed  by  the  bronehoseopist  himself,  to  suit 
the  particular  ease,  are  an  addition  to  our  means  of  solving-  lueehan- 
ieal  problems  of  bronchoscopie  foreign-body  extraction. 

2.  The  form  herewith  shown  can  be  used  to  close  a  bar  pin, 
which  cannot  be  done  with  any  of  the  diflferent  forms  of  safety-pin 
closers. 

.':i.     To  pursue  a  foreign  body  downward  is  to  court  disaster. 

4.  Care  is  necessary  to  avoid  forming  hooks  that  could  catch  in 
bronchi  or  become  entangled  in  the  foreign  body.  The  shape  shoidd 
be  such  as  to  favor  "unscrewing"  out  if  caught. 

5.  Great  care  should  be  taken  to  avoid  in.jury  to  the  jiatient. 
Any  number  of  trials  may  be  had  if  no  harm  is  done.  One  serious 
trauma  may  terminate  the  case. 


FIKTIIKR  OBSERVATIONS  ON  TRACHEOBRONCmAL 
DIPHTHERIA,  WITH  KEPORT  OP  ADDITIONAL 
CASES. 

r.y    i1I':xi;y    [,i  i\v.\-|iKS   LYNAH,   M.   D..   Xew  York  City. 

Since  my  last  report  on  this  suh.iuet*'  diphtheria  ea.ses  have  not 
beeu  prevalent  in  New  York  City,  and  during  the  summer  months 
of  1916,  for  tlie  firet  time  in  the  history  of  the  institution,  there 
■were  no  intul)ated  eases  admitted  to  the  Willard  Parker  Hospital, 
the  severe  epidemic  of  poliomyelitis  apparently  having  taken  the 
l>!ace  of  diphtheria  and  tin'  exanthemata.  During  the  year 
]  receding  there  was  also  a  small  percentage  of  tracheobronchial 
diphtheria  e\cn  though  thei-e  wei-e  nian.v  admi.ssions  to  the 
hospital.  All  of  the  cases  were  mild  and  many  of  the  "croup" 
cases  recovered  without  intubation  after  a  large  dose  of  antitoxin. 
The  writer  has  stated  in  former  papers  on  this  subject  that  ho 
does  not  consider  a  ease  tracheobronchial  in  whom  the  intubation 
lube  of  Dr.  O'Dwyer  relieves  the  stenosis.  It  is  only  those  eases 
with  membrane  below  the  tube  causing  obstruction  to  respiration 
tliat  he  considers  tracheobronchial  clinically  and  which  call  for 
bronchoscopic  ineasui*es  to  relieve  the  obstruction.  There  were. 
however,  a  few  interesting  border  line  cases  with  diminished 
respiratory  murmur  and  increased  resonance  over  the  aiSected 
lung.  One  of  these  cases  had  an  encapsiilated  empyema  that  had 
ru])tured  into  the  superior  lobe  bronchus  which  Dr.  Ferguson  of 
the  attending  statf  had  aspirated  by  needle  with  negative  results. 
It  was  completely  cured  by  aspiration  bronchoscopieally,  a  dram 
of  pus  showing  pneumococci  being  removed.  Another  case,  an 
infant  with  markedly  bulging  right  chest  wall  in  comparison  to 
the  left  chest,  which  was  apparently  collapsed,  and  who  wa.s  in 
extremis  and  died  five  minutes  after  admission,  was  found  by 
postmortem  bronchoscopy  to  have  an  impacted  hull  of  a  pistachio 
nut  imbedded  in  the  right  bronchus.  Another  case  had  a  safety 
pin  in  the  right  bronchus.  It  was  not  diphtheria,  and  the  patient 
recovered  after  the  removal  of  the  pin.  Still  another  case  was 
admitted  with  the  history  of  having  aspirated  a  foreign  body  (a 
piece  of  egg  shell)  which  proved  to  be  tracheal  diphtheria.  We 
are  constantly  on  -watch  for  tracheobronchial  cases.     Dr.  Govev 

•See   Larynsopcopc.    October.    Ifllfi. 
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(if  the  n'sitlriil  stjiff  rNiiiiiincs  ;ill  of  thr  riiscs  sliowiiiu-  resjiira- 
t(ii\\  (liflici!lt\-  li\-  (lircrt  nicaiis  ;iiul  lie  fcrls  tliat  lu'  ran  prarti- 
(•ally  roi-clrll  frdin  )!ii'  appcaranri'  dl'  llic  larynx  and  suiig-lottic 
cdi'ina  fill'  casrs  Ilia1  i'i'i|uirc'  intuhatioii  anil  tlii'  rases  that  do 
not  |-ri|uirr  it.  llr  iias  also  gat  liiTrd  sonir  vi'ry  vahuilili'  data 
aliont  till'  i/onditiun  of  tlir  lar\'n\  as  -wrll  as  t  hi'  physiral  lindiniis 
in  thrsi'  i-ascs  and  aftrr  fui-thi'V  stmiy  will  make  a  report  on  this 
snh.iiTt. 

'I'hel-e  wei-e  also  adiriitted  some  \ei'y  inlel'i'sting-  eases  with 
hilateral  lironrlioi.iienniouia  intubated  before  adinission  for  s\iii- 
posed  lai'xngeal  and  tracheobronchial  diphtheria  and  reporte,!  as 
sueh  :  these  pi'oved  on  examination  by  direct  inspection  to  have 
no  in\ol\ciiient  ol'  the  larynx,  trachea  or  bi-onchi,  and  when  de- 
tnbaled  proiiiptly  I'eniaincd  without  the  tube.  1  am  trul\-  hajiji^- 
that  Dr.  (ioxci'  has  taken  such  an  interest  in  the  study  of  the 
cases.  f(ii'  it  is  x'ery  essential  to  have  careful  data  on  these  eases 
in  order  to  pi'o\-e  which  are  diphtheritic  t'roni  the  ])rescnce  of 
clinical  exideucc  ol'  ineinbranc.  and  \vhich  are  mistaken  for  dijih- 
thcria  and  wrongly  diagiu)sed.  We  have  seen  no  untoward  etVect 
on  any  of  these  children  suffering  with  ]uieuiiu)nia.  and  after 
broiiclioseopy  and  sm-tion  the  child  was  ap]>arently  breathing 
much  nuire  I'om  foiiably  than  before  tin'  e.xaiuination. 

in  tile  selection  of  the  broucho-icopic  tubes  for  exannnation  we 
lia\e  adhered  to  an  old  rule  of  the  wi'iter  to  use  the  smallest  si/.c 
tube  possibh'  when  |H'i-foi'ming  intubation  and  not  i>e  governed  by 
the  age  of  the  patient  in  the  selection  of  the  tubi-s.  Therefore, 
the  bl'OlC'lloscopic  tubes  most  frcqueldly  used  on  these  chilill'eU  ai'c 
the  4  and  o  mm.  tubes  of  Dr.  .lackson.  l>y  using  the  siiuill  tubes 
oue  makes  little  traunuitism  and  at  the  same  time  trains  the  eye  to 
sec  and  interju'et  objects  through  a  small  lumen  which  is  the  main 
essential  of  all  bronchoscopie  examination.  With  the  larger  tubes 
ob.jects  arc  easily  i-ccognized  but  this  is  not  the  ease  except  by 
constant  [iractice  in  the  living  with  the  4  nun.  ttdie  that  distant 
objects  ai'e  disceriudile. 

'I'he  duration  of  time  should  be  taken  into  careful  coiisidcration. 
It  should  be  The  least  possible  duration  with  an  endeavor  to  reJiex'e 
the  pi'imary  diphtheritic  obsti-uction.  The  duration  of  time  is  cx- 
trenu'ly  important  as  the  acute  diphtheritic  obstruction  nuist  be  re- 
moved at  the  first  trial  ami  if  the  dcsii'cd  result  is  not  accomplished 
later  lironchoscopy  does  not  aid  in  the  reco\-ery  of  the  case.  So 
fai-  as  I  lia\e  been  able  to  judge  in  my  liudted  cxpi'rience  with 
bronchoscopy  as|iii'ated    food  and   peanut    pul|i  are  eipially  as  ii-ri- 
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tatiii!,'  and  fatal  if  not  removed  at  the  first  trial.  The  average 
duration  hy  aetual  time  in  iniuiites  has  been  from  five  to  eiglit 
minutes  iu  eiiildreii.  The  bronehoseopic  tube  may,  however,  be 
left  in  situ  with  no  apparent  discomfort  to  the  patient  for  a  period 
of  fifteen  minutes  after  spraying  or  swabliing  with  antitoxin.  Tin- 
ciiiklren  breatiie  with  perfect  ease  and  often  fall  asleep  with  the 
bronclioscope  in  situ  after  the  obstruction  is  relieved.  In  adults 
the  iluration  may  be  prolonged  but  the  general  condition  of  the. 
patient  sjiould  I)e  taken  into  consideration  as  well  as  the  amount 
of  involvement  of  the  bronchus. 

In  the  removal  of  the  memln-ane  by  suction  or  forceps  great 
care  sliould  be  taken  not  to  cover  the  attached  portion  of  the  east 
with  tlic  lip  of  the  bronchoscope  l)ut  to  locate  the  uppermost  part 
of  the  attaclunent  of  the  membrane  and  follow  it  doAvn  to  its  distal 
attachment.  I  Iiave  had  this  difficulty  arise  where  I  could  see  the 
flapping  piece  of  meml)rane  which,  being  held  to  the  tracheal  wall 
by  the  tube,  was  difficult  to  detadi  cii  )iiasge.  The  membrane  ordi- 
narily is  stri]ii)ed  of¥  from  the  tracheal  and  bronchial  wall  readily 
l)ut  in  the  instance  I  mention  I  had  some  difficulty  by  overriding 
the  ])roxiiiial  attachment  of  the  membrane  by  the  lip  of  the  tube. 

In  compiling  statistics  on  these  cases  I  have  recorded  all  of  the 
cases  handled  by  the  house  staff  or  myself  even  though  they 
succumbed  within  a  period  of  from  twelve  to  twenty-four  hours 
after  admission.  This,  of  course,  greatly  increases  the  mortality 
rate,  but  it  is  only  fair  to  report  the  good  results  as  well  as  the 
bad  and  tiu-n  dedui-t  the  twelve  to  twenty-four  hour  eases  showing 
what  may  have  hapi)ened  had  the  ca.ses  not  been  of  such  long 
diu'ation  had  they  l)een  recognized  early. 

Of  tile  case  rei)orts  I  have  eleven  to  add  during  the  years  1!)!.") 
and  l!ll(i.  One  adult  was  admitted  to  the  Willard  Parker  Hospital 
with  trai-lipobroiichial  dijihtheria  who  recovered.  All  of  the 
others  were  cliildren  from  one  to  eight  years  of  age.  Of  the 
clc  veil  cases  treated  six  recovered  and  were  discharged  cured. 
Five  died,  thrci'  of  them  lieing  in  moribund  condition  on  admission. 
One  died  one  hour  after  admission,  another  within  twelve  hours, 
and  a  third  in  seventeen  houi-s.  The  other  two  died  from  ex- 
t<'nsive  ])ne\unonia  fifteen  and  twenty  days  after  the  removal  of 
the  membrane.  The  pneumonia  developed  in  one  case  after 
the  temperature  had  reached  normal  on  the  seventh  day  and  the 
child  was  without  the  tube.  Deducting  the  ca.ses  that  died  within 
the  first    fweiitv-foui-  hours   would    make  a    verv  encouraging   re- 
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covery  raU'  7.3  per  L-cut..  hut  we  do  not  lU'diict  any  case  in  whom 
intuhation  has  heen  performed  or  in  whom  l)ronehoseopie  exami- 
nation has  been  made,  and  therefore  the  high  mortality  rate  with 
such  cases  inclusive  is  rathei-  discouriigiiig.  FoUowinu-  is  a  brief 
report  of  the  cases ; 

i'ajie  ].  A.  W.  A  woman  35  years  old,  ill  five  ilajs,  was  aduiitted  to  the 
Willard  I'aiker  Hospital  January  10,  1915,  suffering  with  laryngotracheal 
diphtheria.  On  admission  the  woman  was  in  jjoor  condition,  markedly  cyanotii- 
and  suffering  from  extreme  dyspnea.  She  was  jiromptly  intubated  with  an 
adnlt  intuhation  tulie  liy  Dr.  Archibald  Dickson,  the  Resident  Physician,  ami 
the  stenosis  was  temporarily  relieved.  Within  a  short  time  the  tube  became 
obstructed  and  was  removed  and  a  small  cast  of  membrane  followed.  As  the 
coughing  up  of  the  cast  apparently  relieved  the  stenosis,  reintubafion  was  not 
necessary  and  the  patient  breathed  fairly  well  for  one  hour  but  gradual  stenosis 
necessitated  reintul)ation.  During  the  interval  that  she  remained  without  the 
tube  a.  jihysieal  examination  of  the  chest  was  made  and  a  dose  of  40,000  units 
of  antitoxin  administeretl.  'I'hc  ])liysical  examination  was  rather  unsatisfactory 
owing  to  the  veiy  thick  chest  wall  of  the  ]iafient,  who  weighed  about  L'.'JO 
]Miunils.  lluwtNor.  Dr.  Dickson  tliought  there  was  iliniinished  resjiiratory  nuir- 
mur  over  the  light  lung  in  comjiarison  to  the  left  and  that  bronchoscopic 
examination  was  indicated.  None  of  the  other  members  of  the  house  staff  or 
myself  were  able  to  corroborate  the  findings  of  Dr.  Dickson  on  jihysieal  exam- 
ination, but  the  bronchoscopic  examination  proved  that  Dr.  Dickson  was  the 
only  one  of  us  who  was  correct.  The  tonsils  and  pharynx  were  covered  with 
memliranc.  Tlie  arytenoid  cartilages  were  enormously  swollen  and  tlie  right 
(ini'  cn\orec|  w  itli  :i  thick  exudate.  The  vocal  cords  and  ventricular  bands 
were  hcrfv  red,  the  right  cavity  of  the  larynx  being  covered  with  membrane 
ami  tlio  left  free  where  the  cast  had  possibly  been  removed  by  intubation. 
The  7  mm.  bronchoscope  of  Dr.  Jack.son  was  introduced,  as  the  9  mm.  tube 
would  have  lieen  tuo  large  to  ]iass  into  the  larynx  withcnit  causing  much 
traumatism.  On  iiitrcduction  of  the  bronchoscope  a  well  defined  cast  of 
membrane  was  visible  on  the  right  anterolateral  tra<dieal  wall  extending  down 
ward.  This  was  proniptl.y  removed  by  suction  and  the  tube  jiassed  downiward 
until  the  carina  came  into  view  when  the  membrane  was  seen  in  the  right 
bronchus.  This  piece  of  membrane  was  also  removed  by  aspiration  but  the 
suction  tube  became  obstructed  and  another  was  substituted.  The  extension 
of  the  cast  continued  into  the  superior  lobe  bronchus  and  also  as  far  down 
as  the  middle  lobe  orifice  but  did  not  enter  it.  All  of  the  membrane  was 
removed  from  the  superior  lobe  as  far  as  I  could  see.  The  mouth  of  the 
bronchus  was  much  swollen.  A  suction  vacuum  of  ten  inches  was  used.  The 
bronchial  area  was  swabbed  as  well  as  possible  with  antitoxin.  While  swabbing 
with  antitoxin  the  nurse  did  not  tighten  the  sleeve  on  one  of  the  Coolidge  sponge 
holders  and  the  gause  sponge  became  detached  on  removal  and  we  had  a 
foreign  body  added.  The  gauze  fortunately  became  lodged  in  the  mouth  (if 
the  swollen  bronchus  and  was  removed.  Applications  of  antitoxin  were  made 
to  the  trachea  and  larynx  and  a  long  13  cm.  intubation  tube  introduced.  A 
dose  of  morphia  gr.  Vi  and  atropia  gr.  1-150  was  administered  one-half  hour 
before  bronchoscopy.  No  local  or  general  anesthetic  was  used.  Although 
eocain  was  not  used   1   do  not  think   it  was  contraindicated.     The   duration   of 
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bronchoscopy  was  thirty  minutes  and  the  tube  was  left  in  situ  for  fifteen 
minutes  longer  to  allow  for  free  breathing  and  to  remove  mucus  and  insuf- 
llate  oxygen.  The  patient  apparently  suffered  from  little  shock  and  had  a 
fairly  comfortable  night.  The  following  day  the  temperature  was  103.2  = 
l-'ahrenheit,  pulse  110,  respiration  38.  The  tube  was  removed  four  days  later 
and  on  removal  of  the  tube  through  the  direct  speculum  a  mass  of  curdy 
digested  membrane  was  coughed  out.  The  larynx  was  free  from  membrane 
but  considerable  ulceration  remained.  Xo  subglottic  edema  was  noted.  The 
tube  was  not  replaced.  The  temperature  gradually  reached  normal  on  the 
tenth  day  and  the  patient  was  discharged  from  the  hospital  one  month  later. 
The  voice  was  very  hoarse  at  the  time  of  discharge  from  the  hospital  due 
to  an  infiltrated  and  fi.xed  cricoarjlenoid  joint  on  the  right  side.  The  patient 
insisted  on  leaving  the  hospital  and  going  to  Atlantic  City  even  though  we 
advised  her  to  remain  in  the  city  for  fear  of  return  of  the  stenosis.  Dr. 
Oickson  saw  her  three  months  later  and  reported  that  the  arytenoid  was  moving 
and  the  voice  was  returning  to  normal.  There  were  no  complications.  All  of 
the  cultures  were  positive. 

Ctiisf  a.  VV.  J.,  8  years  of  age,  ill  five  days,  was  admitted  to  Riverside 
Hospital  January  28,  1915,  for  postnasal,  glandular  and  laryngeal  diphtheria. 
The  ambulance  surgeon  who  brought  the  l)Oy  to  the  hospital  did  not  consider 
intubation  necessary  and  thought  the  whole  trouble  was  due  to  obstructed 
])harjnigealcroup  from  the  enormous  amount  of  swelling  of  the  neck  and  face. 
A  careful  physical  examination  was  made  by  Dr.  E.  M.  Goldstein  on  admission 
and  he  noted  the  supposed  enormous  collar  of  brawny  cellulitis  to  be  due  to 
subcutaneous  emphysema.  The  neck  and  face  were  enormously  puffed  out  with 
air  and  the  ocular  and  palpebral  conjuetivae  of  the  left  eye  stood  out  as  a 
large  air  bubble.  There  was  but  slight  exudate  on  the  tonsils  but  the  uvula 
was  gone  and  was  thought  to  have  sloughed  off,  but  a  history  from  the  parents 
the  following  day  cleared  uj)  this  error.  The  tonsils  had  been  removed  and 
the  uvula  was  probably  removed  with  them;  however,  there  was  not  sufficient 
exudate  present  to  account  for  such  clean  amputation  of  the  uvula  and  jiart 
of  the  posterior  pillar  of  the  right  side. 

There  was  a  peculiar  inspiratory-expiratory  wheezing  accompanied  by  a  cough 
which  was  not  sufficiently  constricted  to  require  intubation.  The  heart  action 
was  rapid  but  regular.  A  dose  of  10,000  units  of  antitoxin  was  administered, 
5,000  units  having  been  administered  prior  to  admission  by  the  family 
physician. 

On  the  29th,  the  second  day  after  admission,  the  emphysema  and  stenotic 
symptoms  had  markedly  progressed  and  intubation  was  resorted  to  in  order 
to  relieve  the  conditiou.  Dr.  E.  M.  Goldstein,  resident  physician  of  Riverside 
Hospital,  intubated  by  the  O  "Dwyer  method  with  an  8-9  tube.  The  intubation 
instead  of  relieving  the  stenosis  made  it  much  worse  and  the  patient  was 
almost  asphyxiated.  The  tube  was  at  once  removed  and  following  it  a  cast  of 
membrane  was  coughed  up.  He  notified  me  of  the  condition  and  on  arrival 
at  the  hospital  1  made  a  thorough  physical  examination  of  the  patient.  The 
boy  was  terribly  puffed  with  emphysema  and  his  breathing  was  decidedly 
asthmatic.  The  emphysema  was  found  to  e.Ktend  over  the  entire  trunk  down 
to  I'ouparfs  ligament.  The  arms  and  hands  were  also  ballooned  with  air. 
The  pharynx  showed  a  thin  exudate  on  the  tonsils,  the  uvula  was  gone.  The 
same   exudate   was   in   the   larvngo-jiharynx.     A   direct   laryngeal    examination 
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showed  the  eijiglottis  to  be  free  of  exiulate,  nor  was  there  any  exuilate  on  the 
aryepiglottic  folds.  Tlie  arytenoids  were  euornioiisly  swollen  but  free  from 
exndate.  The  ventricular  bands  and  vocal  cords  were  plainly  visible,  free  from 
membrane,  but  congested.     There  was  apparently  marked  subglottic  infiltration. 

A  5  mm.  bronchoscope  was  introduced  and  small  patches  of  membrane  ami 
ulceration  were  seen  below  the  cricoid  extending  down  into  the  right  main 
bronchus.  Both  bronchi  were  examined  but  uo  casts  of  membrane  were  seen 
and  the  exfoliated  cast  which  had  been  coughed  up  was  unquestionably  vhe 
cause  of  resjiiratory  difficulty.     Ke-iutubation  was  not  necessary. 

The  case  is  interesting  from  the  standpoint  of  subcutaneous  emjiliysema 
occurring  in  a  case  prior  to  instrumentatiou  of  any  kind  and  I  was  at  a  loss 
to  explain  tlie  cause  of  the  emphysenui.  The  boy  had  a  rather  slow  con- 
valescence due  to  myocardial  changes  and  post-palatine  paralysis  but  eveiit- 
naily  recovered.     The  cultures  taken   were  all   positive. 

.\t  an  auto])sy  which  1  was  able  to  olrtain  in  a  foreign  body  ease  other  ihan 
diphtheria  with  similar  symptoms  and  subcutaneous  emphysema  1  eudeavore'l 
to  give  an  explanation  of  the  cause  of  such  subcutaneous  emphysema  without 
instrumentation  which  was  as  follows:  Rupture  of  the  blebs  through  the 
pleura  into  the  mediastinal  spaces  which  in  turn  follows  the  deep  cervical 
fasciae,  and  gets  out  into  the  subcutaneous  cellular  tissues  of  the  body  was 
the  only  plausible  explanation  for  this  condition.  (See  The  L.vrvxuoscope, 
August,  1915,  p.  574.) 

Case  .).  M.  VV.,  age  20  months,  ill  three  days,  was  admitted  to  the  Kingston 
Avenue  Hospital,  May  16,  1915,  intubated  for  laryngeal  diphtheria.  The 
child  was  in  extremis  on  admission  and  the  tube  was  obstructed.  Dr.  Eberle 
removed  the  intubation  tube  but  as  there  was  no  expiratory  cough  and  it  was 
very  evident  that  the  child  was  about  dead,  Dr.  Eberle  rapidly  performed 
tracheotomy  and  removed  a  cast  of  membrane  which  had  caused  asphyxia 
By  means  of  artificial  respiration  the  child  began  to  breathe  but  this  was 
followed  by  a  series  of  convulsions  and  the  baby  succumbed  one  hour  later. 
Although  the  heart  continued  to  beat  during  the  resjiiratory  failure  the  jiro- 
fonud  carbonic  acid  poisoning  was  not  overcome.  Dr.  Eberle  performed  a 
necropsy  and  found  both  bronchi  obstructed  by  membrane. 

Case  4.  T.  H.,  a  boy  of  three  years,  ill  three  days,  was  admitted  to  the 
Kiugstou  Avenue  Hospital  October  S,  191.5,  intubated  for  laryngeal  diphtheria. 
On  admission  the  child  was  in  fairly  good  condition  though  there  was  some 
difficulty  with  respiration  at  times  and  a  persistent  cough.  As  the  ambulance 
surgeon  said  there  was  immediate  relief  of  dyspnea  after  intubation,  which  was 
apparent  on  admission.  Dr.  Thos.  Joyce  thought  the  ])ersistent  cough  was 
line  to  the  presence  of  the  tvibe  in  the  larynx  to  which  the  larynx  had  not 
become  tolerant.  There  was  no  membrane  visible  on  the  tonsils  or  jiharynx. 
A  dose  of  20,000  units  of  antitoxin  was  given.  Two  hours  after  admission  the 
child  became  very  restless  and  cyanotic  and  Dr.  Joyce,  who  was  hurriedly  sent 
for,  removed  the  tube  and  found  it  plugged  with  membrane.  A  longer  tube 
was  immediately  reintroduced  which  gave  tlie  desired  relief  and  the  c-hild  on 
return  to  his  crib  went  to  sleep.  Within  an  hour  the  tube  again  became 
olistructed  and  was  again  removed  and  found  to  be  full  of  membrane.  As  I 
was  in  the  hospital  at  this  time  Dr.  Joyce  called  me  to  see  the  child  who,  after 
the  third  intubation,  was  apparently  comfortable  but  was  slightly  cyanosed. 
Un  examining  the  lungs  little  air  was  heard  entering  either  side  and  the  little 
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|i;itioiit  vviis  ;i|i|iaioiitly  lucatlung  with  great  caie  in  order  to  avoid  lurtlier 
trouble.  From  tlie  history  given  hy  l>r.  Joyi-e  and  the  physieal  findings  preji 
aration  was  made  lor  bronehoseojiie  examination  H;hieh  seemed  to  be  indicated. 
'I'he  temjieratnre  was  102.4'^  Fahrenheit,  i)nlse  weak  and  rapid  and  respira- 
tion shallow.  On  rem<)\al  of  the  tube  the  larynx  was  free  from  membrane. 
'J'lie  -t  mm.  tube  was  pa.ssed  and  immediately  ran  into  a  cast  of  membrane  in 
tlie  trachea;  it  became  obstructed  and  was  [iromptly  removed.  The  '>  mm. 
tnhe  was  introduced  ra]ii<lly  and  also  passed  into  the  cast  Kut  was  withdrawn 
above  the  cast,  aspiration  was  aj>j)lied  and  a  cast  was  withdrawn  hanging  to 
tlie  end  of  the  canula.  This  was  pulle<l  oti'  by  one  of  the  nurses  and  the 
canula  again  applied.  From  the  cricoid  level  downward  as  far  as  one  could 
see  there  was  a  complete  east  of  membrane.  At  times  the  loose  piece  would 
temporarily  obstruct  vision  by  ilapping  into  the  lip  of  the  tube  and  covering 
the  light.  Two  t-mall  i)ieees  were  coughed  through  the  lumen  of  the  tube  and 
stuck  on  the  operator  s  mask.  It  was  impossible  to  remove  all  of  the  mem- 
brane at  one  sitting  so  we  decided  to  discontinue  the  juocedure  after  we  had 
worked  for  fifteen  minutes  and  to  give  another  dose  of  antitoxin,  later  removing 
the  remainder  of  the  membrane  after  the  antitoxin  had  had  its  effect.  The 
bronchoseopic  tube  was,  however,  left  in  situ  for  fifteen  minutes  longer  to 
a'iow  for  free  breathing  followed  by  swabliing  and  intubatiou  with  a  long  tube. 
The  child  ajijiaiently  was  in  fairly  good  condition  when  he  returned  to  be<l 
and,  as  he  had  bad  1-32  of  a  grain  of  morphia,  fell  asleep.  The  same  evening 
the  child  became  very  restless  , and  the  temperature  rose  to  ]0.5.'2°  Fahrenheit. 
There  was  difficulty  with  respiration  and  Dr.  Joyce  removed  the  tube. 
Respiration  was  nuich  improved  on  removal  of  the  tube  but  no  membrane 
was  coughed  up.  Within  one  and  a  half  hours  reintuljation  was  again  neces- 
sary. The  nnfcirtunate  little  soul  was  about  exhausted  by  this  time  and  the 
lungs  began  to  fill  with  bubbling  moist  rales.  The  condition  continued  to 
grow  worse  and  the  child  died  from  pulmonary  edema  .just  twelve  hours  after 
admission.     Xo   autopsy  was  jiermitted. 

Case  5.  W.  '/..,  age  4  years,  ill  four  days,  was  admitted  to  the  Kingston 
Avenue  Hospital  December  ]9,  191-5,  intubated  for  laryngeal  diphtheria. 
There  was  no  relief  following  intubation  for  the  tube  became  obstructed  an<l 
was  removed.  Further  intubation  did  not  improve  the  condition  and  Di-.  Laub 
promjjtl.v  ])erformed  tracheotomy,  removing  a  cast  of  membrane  from  the 
trachea  by  means  of  forceps  and  then  introduced  a  tracheal  canula.  The 
patient 's  condition  imjuoved  after  the  removal  of  the  mendirane  and  there 
was  free  pa.ssage  of  air  through  the  tracheal  canula;  20.000  units  of  anti- 
toxin was  given  and  the  child  put  in  bed.  The  usual  stimulation  of  camphor 
in  oil  was  given.  The  child  continued  to  do  fairly  well  for  about  twelve  hours 
after  tracheotomy  when  a  piece  of  membrane  was  coughed  into  the  tracheal 
tube  causing  obstruction.  The  tube  was  luoniptly  removed  by  the  nurse  ami 
a  cast  of  membrane  followed.  The  tracheal  canida  was  reintroduced  by  the 
house  jdiysician  who  res|ionded  to  the  call.  From  this  time  on  the  child 
continued  to  grow  worse  and  become  cyanosed.  The  heart  sounds  were  weak 
and  rapid  and  the  lungs  were  gradually  filling  with  nmist  rales.  Repeated 
doses  of  adrenalin  were  given  but  up  anu)unt  of  h_vpodermic  stimulation  had 
any  effect.  The  unfortunate  little  boy  lingered  in  this  condition  for  five  hours 
ami  then  passed  away  just  seventeen  hours  after  admission. 
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Case  n.  Oomoniek  A.,  aged  2  %  years,  ill  two  days,  admitted  to  the  Kingston 
Avenue  Hospital  March  23,  1916,  was  intubated  shortly  after  admission  by 
Dr.  Hook,  with  a  1  year  O  'Dwyer  tube.  This  tube  gave  the  relief  desired 
and  the  little  patient  improved.  A  dose  of  1.5,000  units  of  antitoxin  was 
administered.  The  child  had  a  fairly  comfortable  night  but  the  following 
morning  he  was  breathing  with  difficulty.  The  tube  was  removed  and  was 
followed  by  a  cast  of  membrane  and  much  bleeding.  Dr.  Regan  gave  a  dose 
of  horse  serum  30  c.e.  intramuscularly  and  the  i-ecord  states  that  the  hemorr- 
hage promptly  ceased.  There  is  not  a  great  deal  of  bleeding  as  a  rule  in 
these  eases  where  the  membrane  is  attached  to  ciliated  epithelium  but  there 
are  exceptions  however  and  this  was  probably  one  of  them.  The  child  was 
reintubated  with  a  2-year  tube  ten  minutes  later.  As  reintubation  did  not 
seem  to  relieve  the  dyspnea  Dr.  Joyce  notified  me  of  the  condition  and  on 
arrival  at  the  hospital  the  same  afternoon  we  bronehoscoped  the  patient. 

There  was  :io  visible  membrane  on  the  tonsils  or  the  pharjTix  as  the  speculum 
was  introduced.  There  was  no  membrane  visible  on  the  epiglottis.  The  larynx 
was  congested  and  ulcerated,  and  the  hemorrhage  recorded  jjrobably  came  from 
this  region.  Ulcerated  areas  were  noticed  on  the  passage  of  the  4  mm.  tube 
which  extended  downward  into  the  right  main  bronchus  in  which  there 
was  a  visible  membranous  east  loosely  attached  which  would  flop  into  the 
lumen  of  the  bronchoscope  with  expiration,  only  to  be  aspirated  into  the 
bronchus  with  inspiration.  With  a  small  suction  canula  the  proximal  end  of 
the  membrane  was  readily  attached  to  the  tube  and  a  cast  of  the  main 
bronchus  removed  with  a  torn  and  shredded  distal  end.  The  bronchus  was 
then  examined  for  further  membrane  but  none  was  visible  below  the  npjier 
lobe  bronchus  though  the  lip  of  the  bronchus  was  considerably  infiltrated. 
After  the  removal  of  the  membrane  the  usual  procedure  of  swabbing  by  anti- 
toxin was  used  and  a  long  tube  introduced.  On  March  20,  the  tracheobron- 
chial intubation  tube  was  removed  but  reintubation  was  necessary  four  hours 
later,  a  two  year  O 'Dwyer  tube  being  introduced  by  Dr.  Joyce.  On  March  31, 
the  tube  was  auto-extubated,  the  same  size  tube  being  replaced.  The  child 
was  in  poor  condition.  There  were  scattered  subcrepitant  rales  over  both 
lungs  posteriorly.  The  child  continued  to  cough  up  the  tube  on  an  average 
of  one  to  three  times  during  the  day  but  as  soon  as  a  2-year,  non-cough-up 
tube  was  introduced  the  condition  was  relieved.  On  April  2,  the  right  side 
of  the  face  became  swollen  and  on  oral  examination  a  small  necrotic  ulcer 
(cancrum  oris)  was  noted  in  the  right  buccal  cavity.  Smears  from  the  ulcer 
showed  Vincent 's  bacillus  and  spirillum  in  abundance.  The  area  was  treated 
locally  with  pure  carbolic  acid  and  alcohol,  no  salvarsan  being  obtainable. 
The  oral  condition  continued  to  progress  rapidly  so  that  the  necrotic  slough  was 
lemoved  by  curettage  and  the  area  again  painted  with  phenol.  The  unfor- 
tunate little  boy  continued  to  grow  worse  and  the  area  of  gangrene  increaseil. 
The  tube  was  removed  for  cleansing  as  there  was  marked  and  fetid  saliva 
tion  with  a  continual  flow  from  the  mouth  as  well  as  into  the  lumen  of  the 
intubation  tube  which  caused  excessive  coughing  at  times.  On  April  6,  a  pur- 
puric rash  dei'eloped  on  the  face  and  chest,  septic  in  origin.  A  blood  count 
at  this  time  showed  a  general  count  gf  1.5,000  with  a  polymorphonuclear 
count  of  92  per  cent.  A  blood  culture,  nutde  with  some  difficulty  by  Dr. 
Elierle  owing  to  the  very  small  veins,  showed  a  hemolysin  streptococcus. 
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The  child  continued  to  grow  worse  and  died  on  April  12,  1916,  still  wearing 
the  intubation  tube.  Although  the  foreign  body  obstruction  was  removed 
early  in  the  disease  the  many  conijilications  which  are  apt  to  follow  in  these 
cases  makes  the  ultimate  outcome  extremely  discouraging. 

Ca-ae  7.  Robert  N.,  age  three  years,  ill  two  days,  was  admitted  to  the 
Kingston  Avenue  Hospital  April  1,  1917,  intubated  before  admission  with  ii 
three  year  O'Dwyer  tube.  The  child  was  breathing  poorly  on  admission  and 
Dr.  Joyce,  who  admitted  the  case,  also  noted  on  physical  examination  that 
little  air  was  entering  the  right  lung.  There  was  no  membrane  risible  on  the 
tonsils.  A  dose  of  20,000  units  of  antitoxin  was  administered.  As  the  dyspnea 
gradually  became  worse  and  the  child  very  restless  and  cyanosed,  Di'.  Joyce 
removed  the  tube.  Xo  membrane  followed  the  removal  of  the  tube  but  the 
patient  was  much  more  comfortable  and  breathed  with  little  difficulty.  It  is  not 
at  all  an  uncommon  occurrence  to  have  a  child  breathe  easier  without  the 
tube  especially  when  the  end  of  the  Uimen  of  the  tube  is  covered  by  a  loose 
piece  of  membrane.  About  six  hours  later,  owing  to  gradual  contraction,  rein- 
tubation  was  necessary,  a  longer  tube  lieing  introduced  by  Dr.  Joyce  which 
seemed  to  jjass  the  obstruction  and  give  the  desired  relief.  The  child  re- 
mained fairly  comfortable  with  the  long  intubation  tube  in  situ  until  the 
following  morning  when  dyspnea  and  cyanosis  became  marked  and  the  tubo 
was  jiromptly  removed.  With  the  removal  of  the  tube  the  distal  oud  was 
found  ci>m]>letely  obstructed  with  thick  curdy  material,  probably  digested 
membrane.  The  child  again  remained  without  the  tube  and  breathed  mucli 
better  after  its  removal,  but  later  reintubation  was  necessary,  the  short  three 
year  O'Dwyer  tube  being  used.  When  I  saw  the  child  the  same  afternoon 
there  were  definite  signs  of  obstruction  below  the  tube,  viz.,  prolonged  in- 
s[)iration  and  shortened  expiration,  accompanied  by  the  ever  present  blocked 
cough.  There  was  diminished  respiratory  murmur  over  the  upper  lobe  of  the 
right  lung;  the  left  was  perfectly  free  although  the  respiration  wa.s  ex- 
aggerated. There  were  few  rales.  The  tem]>erature  was  102.4°  Fahrenheit, 
]>Hlse  128,  resjiirations  .38  and  labored.     There  Avas  moderate  cyanosis. 

On  direct  inspection  the  tonsils  were  free  from  membrane.  The  epiglottis 
was  not  involved  but  the  arytenoid  cartilages  were  red  and  swollen,  whiidi 
could  be  accounted  for  by  the  frequent  intubations.  On  removal  of  the  tube  the 
larynx  wa.s  found  to  be  congested  and  tlie  ventricular  bands  and  vocal  cords 
red  ami  swollen.  There  was  no  membrane  visible.  The  a  mm.  tube  of  Dr. 
.lackson  was  introduced  which  promi)tly  encountered  membrane,  moving  to 
and  fro  with  every  respiratory  effort,  in  the  trachea.  With  the  small  aspira- 
tion tube  and  a  vacuum  of  from  five  to  ten  inches  the  membrane  was  re- 
moved, the  attachment  being  made  at  the  loose  distal  extremity,  care  being 
taken  to  see  that  the  cast  was  not  held  by  the  Up  of  the  tube  to  the  tracheal 
wall.  With  the  suction  a  cast,  3%  cm.  in  length,  which  was  part  cylinder,  a 
torn  cast  was  removed.  The  main  bronchus  and  also  the  upper  lobe  and  stem 
"Ijronchi  were  examined,  but  aside  from  small  areas  of  ulceration  no  further 
membrane  was  seen*-  The  ulcerated  areas  were  swabbed  by  the  usual  anti- 
toxin gauze  sponge.  A  long  intubation  tube  was  introduced.  The  tempera- 
ture rose  following  the  manipulation  which  had  been  by  the  watch  exactly 
eight  minutes,  but  the  child  was  breathing  much  more  comfortably  and  soon 
jvas  asleep.  The  following  day  Dr.  Joyce  reported  that  there  were  many 
scattered   rales   over   the   right   npjier  lobe   of   the   lung    involved  but   that   the 
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chilli  was  I'airlv  foail'ortable  and  taking  ninirislniient  well.  The  teni|peraliiie 
reniaineil  high,  104.2°  Fahrenheit,  and  the  jiiilse  an<l  resjiiration  rajiid.  On 
April  5,  the  long  tube  was  removed  hy  <lirert  detiiliation  and  iiiiuh  curdy 
digested  material  followed  the  removal.  The  child  did  ouiy  fairly  -.veil  with- 
out the  tube  for  thirty  minutes  when  reintubation  was  necessary,  the  O'Dwver 
tube  being  introduced.  The  temperature  fell  to  ]01<^  Fahrenheit  the  day  fol- 
lowing the  removal  of  the  long  tube  and  reached  normal  by  the  end  of  the 
week.  A  second  attempt  was  made  to  remove  the  tube  by  direct  means  Viut 
leintuljation  was  immediately  neeessary  owing  to  the  swollen  arytenoids.  On 
April  10,  the  child  was  in  remarkably  good  condition  but  was  still  unable  to 
remain  without  the  tube.  There  was  not  sufficient  subglottic  infiltration  to 
cause  the  immediate  reintroduction  of  the  tube  and  therefore  the  larynx  was 
not  cauterised.  There  was  niarkeil  adductor  spasm,  which  could  be  plainly 
seen,  both  of  the  ventricular  bands  and  cords.  Such  spasms  are  most  fre- 
quently the  cause  of  false  passages  and  are  even  met  with  today  when 
forcible  attempts  to  intubate  are  made  by  the  hand  of  the  unskilled  intuba- 
tor.  Like  all  spasms  encountered  in  laryngeal  or  esophageal  tubage  the 
operator  who  waits  for  the  spasm  to  relax  will  do  no  harm  to  soft  jiarts,  but 
the  over-anxious  beginner  who  is  anxious  to  put  his  first  tube  in  the  larynx, 
frefpieutly  uses  such  force  in  the  attemjit  at  intubation  that  he  not  only  ruptures 
the  soft  parts  and  makes  a  false  jiassage  into  the  mediastinum  which  invari- 
ably has  as  a  sequel  to  his  faulty  manipulation  a  fatal  termination  from 
mediastinal  pneumonia. 

We,  therefore,  wait  for  the  spasms  to  relax,  esi>ei'ially  when  the  tulie  is 
inserted  under  the  direct  guidance  of  the  eye,  tliercb}'  avoiiling  traumatism 
and  the  fatal  false  passage.  Although  we  liad  cured  the  patient  of  the  acute 
diphtheritic  condition  we  were  unable  to  renmve  the  tube  for  any  length  of 
time.  On  April  21,  the  tube  was  removed  and  as  no  immediate  spasm  fol- 
lowed the  child  was  returned  to  the  crib,  breathing  well  without  the  tuiie. 
This  was  very  encouraging  and  we  thought  that  at  last  the  child  would  re- 
main permanently  detubated,  but  such  was  not  the  case  as  Dr.  Joyce  reintubed 
him  four  hours  later.  "We  then  decided  to  leave  the  tube  in  for  one  week 
before  disturbing  it,  for  the  child  had  become  extremely  nervous  and 
frightened  at  the  manj-  attempts  at  the  removal  of  the  tube.  On  Ajiril  28th, 
the  tube  was  again  removed  by  <lirect  means  but  the  inevitable  reintubation 
had  to  be  done  a  few  hours  later.  Dr.  Joyce,  who  had  given  the  little  child 
such  constant  attention,  thought  that  the  direct  detul)ation  may  be  the  cause 
of  the  trouble  as  the  child  had  liecome  frightened  by  so  many  direct  exam- 
inations and  furthermore  he  argued  that  even  though  the  rcnnjval  took  not 
over  a  minute,  the  instrun\ent  might  be  the  cause  of  sujiraglottic  edema  which 
I  had  not  seen  as  I  had  invariably  left  the  hospital  before  reintubation  was 
necessary.  He  therefore  suggested  that  he  take  the  tube  ont  some  morning 
early  bj'  the  O  'Dwyer  method  and  see  what  hapjiened.  He  a<"Cor(lingly  removed 
the  tube  on  May  1,  and  reintubation  was  not  necessary.  The  child  made  a 
jierfect  recovery.  The  patient  was  detained  in  the  hosfiital  for  one  month 
after  the  last  removal  of  the  tube  to  make  doubly  sure  that  there  would  lie 
no  recurrent  stenosis.  He  was  discharged  cured  M.ay  ,"31,  191 G.  This  case  is 
interesting  from  the  standpoint  of  frequent  direct  examinations  being  the 
cause  of  siipraglottic  edema  as  suggested  by  Dr.  Thos.  Joyce  of  the  resideiU 
stafi'.     Xo   doubt,   prolonged   direct    examination    will    cause   the   condition   anTl 
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does  I'.-iuso  su|irMi;liittii'  iind  nryteniiiil  I'llenin  imu-li  imirc  cifteii  lliiiii  we 
suppose;  but  here  is  a  case  with  supraglottic;  aiul  arytenoid  edema  when  ex- 
amined for  not  over  one  minute  at  any  sitting.  Most  of  our  cases  have  been 
cured  after  direct  methods  were  resorted  to  but  tliis  case  was  the  interesting 
exi-cpti(]n  ami  was  only  permanently  cured  after  the  skillful  digital  renioxal 
of  the   tube   by   Dr.   Joyce. 

(Vi.<,e  S.  Martin  S.,  age  one  year,  ill  three  days,  was  admitted  to  tlie 
Kingston  Avenue  Hospital  March  liS,  li)l(i,  suffering  from  laryngeal  dijditlieria. 
The  throat  was  congested  but  there  was  no  visible  exudate  on  the  tonsils. 
The  child  was  able  to  cry,  sliowing  that  there  was  no  involvement  of  the 
larynx,  hut  there  was  nmrked  retraction  at  times.  A  dose  of  l.j,l)(lll  units 
of  antitoxin  was  administered,  -"(.lioii  having  been  given  just  jirior  to  aduiis- 
sion  to  the  hospital.  The  little  child  liad  spells  of  nmrked  dysjuiea  .-uul  eight 
liours  later,  on  account  of  the  pulse  liecoming  aspirate,  that  is,  disai)]iearing 
with  each  inspiration,  the  child  was  intubated,  a  one-year  tube  being  used. 
After  intubation  the  respiratory '  difiicultj'  became  worse  and  the  tube  was 
promptly  removed  and  a  longer  tube  inserted  by  -Dr.  Adam  Eberle,  which 
gave  temporary  relief.  Within  two  hours  this  tube  became  obstructed.  It 
was  renu)ved  and  a  suinll  piece  of  membrane  followed.  The  child  breatheil 
nuudi  better  without  the  tube  for  over  one  liour  when  respiration  again 
liecame  ditticult  and  reintubation  was  performed  with  the  long  one-year  tube. 
On  arrival  at  the  hospital  a  physical  examination  was  made.  There  was 
marked  retraction  even  with  the  tube  in  situ.  Little  air  was  entering  the 
right  lung  ;ind  by  inspection  the  riyht  chest  was  ban  el  shaped.  Tlie  iu- 
tuliation  tulie  was  removed  and  the  4  mm.  bronchoscopic  tube  of  Dr.  .Jackson 
introduced.  Xo  membrane  was  visilile  in  the  congested  larynx,  "but  on  in- 
troduction of  the  bronchoscope  membrane  was  plainly  visible  and  very 
white  just  at  the  bifurcation  with  extension  into  the  right  main  bronchus. 

With  a  small  suction  tube  the  plaque  of  membrane  was  removed  from 
the  trachea.  After  the  removal  of  this  parietal  plaque  from  the  trachea  and 
bronchus  further  membrane  was  not  seen.  The  area  was  swabbed  ^^ith  anti- 
toxin and  as  the  respiratory  difficulty  was  relieved  we  did  not  introduce  the 
long  one-year  tube  as  is  usually  the  custom  after  the  removal  of  membrane. 
However,  reintubation  was  necessary  before  I  left  the  hosjiital,  a  one-year 
short  tube  being  inserted  which  separated  the  subglottic  edema  and  gave 
prom]it  relief.  Theic  was  a  sharp  reaction  following  the  bronchoscojiic 
manipidatiou  and  the  temperature  rose  to  10.3.8°  Fahrenheit.  The  following 
day  Dr.  Hberle  thought  he  could  elicit  a  definite  area  of  puennn)nia  over  the 
right  upper  lobe  anteriorly  which  was  jirobably  a-  diphtheritic  jjuenmonia. 
The  ]>neumonia,  however,  gradually  improved  and  April  6,  the  temperature 
\vas  100^.  From  this  time  on  the  general  condition  of  the  child  improved 
and  he  made  a  perfect  recovery.  The  tube  was  removed  and  reintroduced  six 
times  before  the  patient  finally  renmiued  A\ithont  tlie  tube.  Tlie  little  patient 
was  discharged   as  eured  May  l."!,   101(1. 

Case  0.  Gussie  W.,  age  7  years,  ill  tliree  days,  was  admitted  to  the 
Kingston  Avenue  Hospital  April,  lOKi,  for  laryngeal  diphtheria.  An  altemjit 
to  relieve  the  dyspnea  by  intubation  was  performed  by  the  andmlance  surgeon 
at  home,  but  as  the  tube  made  the  dyspnea  much  worse  he  removed  the  tube 
and  rushed  the  child  to  the  hospital.  On  admission  Dr.  Hook  of  tlie  Resident 
Staff  inlul)ated  the  rliild  but  there  was  no  relief  and  the  tube  bec-ime  obstructed 


J^J.>  H.     U     J.YXAH. 

with  iiienibiniip.  Furtlier  Mtteni|its  avoit  made  to  roliove  tlip  (lys]iiiea  with 
longer  tubes  but  without  success.  ])r.  Adam  Eberle  was  called  and  owing  to 
the  extreme  condition  he  did  not  attemjrt  further  intubation  but  promptly 
jierformed  tracheotomy.  On  opening  the  trachea  Dr.  Eberle  removed  a  cast 
of  membrane  and  the  condition  of  the  child  improved.  The  temperature 
after  the  maniinilation  was  taken  and  found  to  be  105.2°,  respiration  54, 
pulse  L50.  Heavy  doses  of  camphor  in  oil  hypodermatically  were  given,  and 
later,  after  the  child  reacted  '25,000  units  of  antitoxin  was  injected  intra- 
mu.scularly.  The  child  had  a  fairly  comfortable  night  but  became  very  rest- 
less and  dyspneic  the  following  morning  and  Dr.  Eberle  notified  me  of  the 
condition.  A  physical  examination  before  attempting  bronchoscopy  was  of 
little  aid  as  the  constant  coughing  and  rattling  of  mucus  in  the  tracheal 
canula  rather  distorted  and  magnified  sounds  elicited  by  auscultation.  How- 
ever, there  was  increased  jiercussion  resonance  over  the  right  upper  lobe,  the 
lung  which  proved  later  by  bronchoscopic  examination  to  be  obstructed  by  for- 
eign body  )nembrane.  There  was  no  involvement  of  the  tonsils  or  jiharynx, 
which  were  viewed  on  introduction  of  the  speculum,  though  there  was  a  slight 
nasal  discharge.  As  the  larynx  came  into  view  the  tracheal  canula  was 
removed.  A  rapid  view  of  the  larynx  showed  it  to  be  free  from  membrane 
but  congested  from  the  many  intubations.  The  5  mm.  Jackson  bronchoscope 
was  introduced.  As  Dr.  Eberle  had  removed  a  cast  the  night  before  no  mem- 
brane was  encountered  until  the  carina  traehealis  was  reached  when  a  loosely 
attached  proximal  end  became  visible.  This  ])iece  of  membrane  Avas  easily 
removed  by  siicti(ui  on  account  of  its  loose  attachment  and  when  removed 
through  the  tube  measured  n  little  over  2%  cm.  iii  length.  The  cast  was  a 
c^iinder  with  a  torn  and  fringed  distal  end.  On  further  examination  of  the 
bronchus  it  was  noted  that  the  mouth  of  the  right  superior  lobe  bronchus  was 
still  occluded.  This  membrane  was  rather  firmly  attached  and  suction  only 
removed  very  small  pieces  of  it,  but  with  the  curved  forceps  of  Dr.  Jackson 
the  membrane  was  grasped  and  a  torn  piece  1  %  em.  in  length  was  removed. 
As  the  child  did  not  stand  the  manipulation  well  the  bronchial  area  was 
rapidly  swabbed  with  antitoxin  by  means  of  a  Jackson  sponge  and  a  long 
bronchial  intubation  tube  introduced.  The  tracheal  wound  was  lightly  packed 
with  plain  gauie  and  a  wet  dressing  applied.  The  child  was  very  restless 
during  the  night  and  was  given  small  doses  of  morphia,  1-32  of  a  grain 
every  six  hours.  The  next  day,  April  17,  the  child  was  slightly  improved 
and  the  temperature  had  fallen  to  103°,  though  cyanosis  was  marked.  On 
April  18,  the  bronchial  tube  was  removed.  No  attempt  had  been  made  to 
close  the  tracheal  fistula  "which  was  left  open  as  a  safety  valve,  though  it  hail 
been  loosely  packed  with  a  game  plug  and  a  small  adhesive  plaster  dressing  on 
the  neck.  There  was  a  profuse  discharge  from  the  tracheal  wound  the  fol- 
lowing day  and  the  dressings  had  to  be  frequently  changed.  Dv-spnea  and 
cyanosis  were  marked  at  times  and  there  was  almost  complete  consolidation 
of  the  upper  lobe  of  the  right  lung — a  diphtheritie  pneumonia.  Suction  was 
applied  from  time  to  time  through  the  open  tracheal  fistula  and  as  the  child 
seemed  to  breathe  better  without  the  tracheal  canula  and  owing  to  the  pro- 
fuse tracheal  discharge  which  constantly  plugged  the  canula  it  was  dispensed 
with.  On  April  24,  owing  to  the  dried  mucopus  causing  extreme  dyspnea 
and  cyanosis.  Dr.  Joyce  reinserted  the  tracheal  canula  and  by  suction  re- 
moved much  of  the  obstructing  secretion.     Later  he  removed     the  canula   only 
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uftor  it  hocanic  obstnicted  and  iiiseitc.l  :i  Imij;-  iiitiilintidii  tiilio.  ^[iicli  soi-rcticiii 
was  coiiglicfl  through  the  intubaticin  tube  and  dyspnea  again  relieved  for  the 
present.  Within  two  hours  the  intnliation  tube  was  removed  as  it  liei'aino 
•obstnieted  and  the  long  cane-shaped  tracheal  eanula  of  Dr.  Jackson  once  more 
introduced.  The  nnfortunate  little  ])atient  lingered  iu  this  terrible  state 
with  constant  ol  strnction  to  respiration  and  frequent  changing  of  the  tracheal 
canula  and  finally  sueeunifceU  on  April  28,  1916. 

This  ca.se  demonstrates  the  unfortunate  outcome  wlicn  the  .liplitlioritic  ]iiimii- 
brane  is  not  entirely  removed  at  the  first  attempt.  No  douiit  the  finer  lironchi 
were  involved,  which  accounted  for  the  extensive  pneumonia  which  is  in  fact 
]iatliological]y  a  necrosis  of  the  lung.  Such  cases  are  not  at  all  unlike  for- 
eign liody  types  other  than  diphtlieria  niendirane,  such  as  ]ioan>it  ajid  carrot 
]iulp.  Those  substances,  as  you  all  know,  are  extremely  irritating  when  in  the 
lung  ami  if  not  removed  at  the  first  attempt  the  case  frequently  terminates 
fatally   from   diffuse  bronchopneumonia  or  abscess  of  the  lung. 

<'ii.\,  111.  L.  \V.,  age  five  years,  ill  four  days,  was  admitted  to  the  Kingston 
-Vveinu^  lliis|iital  A]iril  1.3,  lOlG,  suffering  from  larjmgeal  diphtheria  and  was 
intnbati'd  by  Dr.  Frick  tuenty  minutes  after  admission.  As  the  tube  gave 
iininediale  relief  no  one  sus|iected  tliat  there  was  membrane  lielow  the  tube 
whiidi  was  to  give  tiouble  later.  A  dose  of  iH.dlM)  units  of  antitoxin  \\;is  ad 
ministered.  The  |iharnyx  was  congested  luit  no  membrane  was  seen.  There 
was  no  nasal  discharge.  A  rather  sujierficial  physical  examination  of  the 
chest  which  was  made  showed  scattered  subcrejiitant  rales  over  both  lungs. 
.Scattereil  tubal  transmilted  subcrepitant  rales  are  not  at  all  uncommon  in 
all  intubateil  cases;  no  note  was  made,  however,  of  diminished  respiratory 
murmur. 

The  following  iiioiniiig  at  S.l.')  o '(dock,  jnst  twehc  hours  after  iidmission, 
the  tube  became  blocked  and  was  immediately  extubated  ami  proini)lly 
reintubated.  There  was  some  difficulty  in  reintroduction  of  a  4-.")  D'Dwyer 
Inl  e  with  wliiidi  the  boy  was  originally  intubated  anil  a  tidie  of  one  year  size 
MMS  intindnced  which  gave  no  relief.  Dr.  Kberle  uas  callcl  and  jiromptly 
rrino\ed  the  small  tide  and  leintub.-iteil  with  a  4  .">  tube  witlioul  dilllcnlty. 
Dr.  Kberle  uotifierl  me  of  the  presence  of  nu'mbrane  below  the  tube  and  the 
same  afternoon  we  bronchoseoped  the  ])atient.  No  mend)rane  had  been  ex 
pellcd  after  the  freipient  extubations  and  reintubation  was  inimediatel.y  nei-es- 
sary.  A  physical  examination  by  conqiarison  of  both  lungs  showed  b}'  aus- 
cultation that  little  air  was  entering  the  right  lung.  The  percussion  note  was 
higher  in  pitch  over  the  right  ujiper  lobe  in  eoniparLson  to  the  note  o-\er  the 
other  ]iortion  of  the  lung,  both  anteriorly  and  posteriorly.  By  direct  ins]iec-tion 
the  intubation  tube  was  removed.  The  larj'nx  was  free  from  membrane  lint 
was  very  edematous  and  there  had  api)arently  been  much  trauma  in  the  region 
of  the  right  ventricular  pouch,  which  ]irobably  accounted  for  the  difficult 
reintubation  after  the  tube  had  become  blocked  about  twelve  hours  after 
admission.  The  -"i  nun.  lironchoscojie  was  introduced  and  membrane  was 
readily  seen  about  i'  cm.  below  the  cricoid  level.  The  niendirane  was  removed 
by  suction,  the  cylinder  cast  being  ;!  cm.  in  length.  The  right  bromdius  was 
examined  and  there  was  considerable  edema  and  some  small  ulcerations  where 
the  cast  had  been  attached.  The  niendirane  had  also  involved  the  mouth  of 
the  right  superior  lobe  bronchus  and  a  few  snuall  shreds  of  membrane  were 
removed    from    this    region.      The    left    broindiiis    was    not     involved.      Tlie    usual 
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iipplicsitioii  of  antitoxin  swaliliing  was  iiiailc  to  I  lie  iiivulvod  aioa,  and  a  lonj; 
traclieoliroiK-liial  tube  introdocod.  Tlie  lioy  lioianio  \oiy  restless  and  delirious 
foilowinfi  the  removal  of  tlio  niendirane,  vliirli  had  taken  just  seven  minutes, 
and  the  teniiierature  rose  rapidly  to  HI.")-  ;  the  pulse  was  imperceptible,  and 
with  extreme  cyanosis  and  rajiid  respirations  tlie  outlook  was  very  diseonrag- 
inj;.  The  temperature  continued  to  rise,  which  is  often  the  case  just  before 
demise,  and  reached  ]0o.(i°  at  midnight.  However,  tliere  was  a  sudden 
change,  for  I  he  temperature  began  to  fall  during  the  early  morning  hours 
together  with  the  respirations.  The  jiulse  was  still  weak  and  rapid.  The  next 
day,  April  17,  at  4  p.  ui.,  the  long  tube  was  removed.  A  curdy  mass  was 
coughed  out  following  its  removal.  Three  hours  later  dyspnea  became  urgent 
ami  Dr.  Eberle  intubated  with  a  4o  O'Dwyer  tube.  This  tube  was  auto- 
extubated  fifteen  minutes  later  and  the  patient  was  reintubated  l>y  Dr.  Frick 
with  a  ()-7  tube.  The  tube  was  again  coughed  u|)  one  hour  later  and  the  same 
si:e  tube  was  reintroduced  by  Dr.  Frick.  On  the  afternoon  of  the  18th,  as  the 
temjierature  was  falling,  the  tube  was  removed  by  direct  inspection  to  ascertain 
the  cause  for  reintubation.  There  was  supraglottic  as  well  as  subglottic 
edema,  and  the  arytenoid  cartilages  were  about  three  times  their  normal  size, 
liocause  of  the.se  findings  we  decided  not  to  interfere  with  the  tul>e  for  at 
least  one  week  and  give  the  larynx  a  rest.  This  seemed  impossible  as  the 
tube  was  rei)eatedly  coughed  up  and  ceased  only  after  a  4  o  non-cougb-ui> 
tube  of  the  writer's  model  was  introduced.  The  non-cough-up  tube  was  not 
disturbed  for  fi\e  days  and  «as  then  removed  only  after  inspection  of  the 
arytenoid  cartilages  to  see  if.  the  infiltration  had  subsided.  On  removal  of  the 
tube  ventricular  band  and  vocal  cord  sjiasm  necessitated  immediate  reintro- 
duction  of  the  tube.  The  boy  was  at  this  time  in  fairly  good  condition  and 
had  recovered  froni  the  tracheobronchial  dipththeritic  attack  but  was  unable 
to  remain  without  the  intubation  tube.  When  the  regular  tube  of  Dr.  O'Dwyer 
was  introduced  it  was  ]iromptly  coughed  up,  and  the  only  tube  that  would 
remain  in  situ  was  the  bulbous  tracheal  non-cough-up  tube.  On  April  L'S, 
after  having  coughed  up  the  regular  O'Dwyer  tube  four  times,  a  small  swell- 
ing was  noticed  in  the  cricothyroid  region  of  the  neck  and  recognized  as  a 
beginning  ])eri!aryngeal  abscess  comjilicating  perichondritis  at  the  cricoid 
level.  The  neck  was  jioulticed  and  when  the  abscess  came  to  the  surface 
it  was  incised  and  drained.  The  following  day  tracheoscopy  was  performed 
and  uh'erations  were  seen  at  the  cricoid  level.  Xo  pus  was  draining  into  the 
larynx  from  the  aliscess  cavity.  On  May  (i,  extubation  was  ])erformed  by  Dr. 
(!annon,  the  Hesident  Physician,  but  immediate  reintubation  was  necessary, 
the  4-i)  non-cough-np  tube  Tieing  used. 

Tt  is  an  interesting  fact  that  all  of  the  cases  of  chronic  laryngeal  stenosis 
following  diphtheria  have  similar  histories  of  frequent  autoextubation  during 
the  first  t^vo  or  tliree  weeks  of  the  disease.  On  the  other  hand,  however,  Ave 
fietpieutly  meet  with  cases  who  wear  the  tube  from  four  weeks  to  four 
months  and  subsequently  are  dctubated  ])ermanently  even  when  special  laryn- 
geal measures  arc  not  resorted  to"  as  an  aid  to  detubation.  During  one  year 
we  had  sixty-eight  cases  of  the  sub-acute  tyjie,  as  I  classify  them,  and  all  of 
them  nmde  recoveries.  Not  one  of  this  group  became  chronic.  This,  there- 
fore, is  the  reason  why  we  wait  to  see  whether  the  case  is  to  be  chronic  rather 
than  )ierform  tracheotomy,  etc,  when  su<di  i)rocednre  is  not  absolutely  indi 
cated   as   many   of   the   cases   of   this   type   recover,   as   I   have   already   stated, 
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witluiiit  liny  s|r(M-i:il  siir>;ii-:il  iiicasiiii's.  Tliis  cmsc  iint'ciitiiii:it(-ly  lie.-;uiio  ui\r 
of  the  cliroriics,  iiml  ;it  tlii'  tiiiu'  this  |i:i|]er  was  read  had  wurn  tubes  of  sjiet-ial 
si/i'  ami  shajje  off  and  cdi  for  a  iirviod  of  one  year.  Repeated  laryngeal  gal- 
MiiHirMvitevy  kiiifiiiu  and  piiiii'tnn'  have  been  made  to  the  subglottic  region 
and  intubation  with  soft  rulilx']-  covered  infnbation  tubes  after  caiiterijation. 
'Iln  buy  JKis  a  remarkably  jjood  voice  e\en  after  tubage  of  such  duration  and 
at  llie  jiresent  time,  April  ]'>,  1017,  seems  to  be  ajiparently  cured  as  lie  breathes 
wcdl  and  has  remained  without  the  tube  for  a  jieriod  of  two  months.  We  do 
not  <-onsider,  however,  any  case  as  cured  until  tlie  child  has  been  detubated  and 
is  bretithing  well  for  at  least  a  period  of  two  years.  Of  course  we  are  all 
ho]iefnl  that  a  cuie  has  been  afl'ected  but  until  the  lajise  of  two  years  we 
shall  not  consi.lcr  liiui  rnrcil.  \VhiU>  the  latter  part  of  this  history  has  no 
direct  tearing  on  flic  title  of  the  paper  it  is  extremely  important  to  report 
what  does  h;ip]i<-n  in  some  of  these  se\ere  cases  that  recover  and  also  to  im- 
]iress  the  ftict  that  it  is  the  inevitable  nature  of  the  pathological  process  at 
the  (Hit.set  of  the  disease  which  later  is  followed  by  the  in-oduction  of  chronic 
cicatricial  tissue. 

Ciiw  n.  V.  M..  age  two  years,  was  admitted  to  tlie  Willard  Parker  Hos- 
pital with  a  history  of  having  as]iirated  a  iiiece  of  egg  shell  three  days  jirior 
to  admissiim.  The  fatnily  jihysician  who  was  called  to  see  the  child  thought  he 
was  suffering  from  laryngeal  dijditheria  and  notified  the  Health  Department. 
As  the  child  was  dysjmeic  and  rerpiiied  surgical  care  the  parents  were  per- 
suaded to  send  the  child  to  the  lios]utaI.  On  admission  to  the  hospital  the 
family  |d,ysirian  infoinicd  I  >r.  (Jomm-  of  the  histoiy  of  the  foreign  body  egg 
shcdl  and  liuther  st.-itcil  that  the  case  was  not  one  of  diphtheria  and  he  had. 
changid  his  opinion  after  he  had  examined  the  larynx  with  a  speculum  and 
sei'U  I  lie  foreign  body.  With  this  liistory  at  hand  Dr.  Gover  examined  the 
larynx  with  the  infant  speculum  of  Dr.  Jackson  and  saw'  a  small  white  sub- 
si  ance  at  the  level  of  the  cricoid  which  he  thought  might  be  either  egg  shell  or 
diphtheria  nn-mbrane.  As  he  diil  not  wish  to  pass  a  bronchoscopic  tube  before 
I  had  seen  the  case,  and  as  he  knew  that  I  was  ex]iected  at  the  hospital,  he  very 
kindly  left  the  taj-k  to  me  to  .liM-ide  the  nature  of  the  intruder.  Through  the 
direct  si'eculnm  the  same  object  was  seen  as  noted  by  the  family  physician 
and  Dr.  Gover  and  both  were  eager  for  an  o])inion.  The  picture  presented 
was  mit  unlike  numy  others  and  was  thought  to  be  diphtheritic  membrane.  The 
i  nun.  hronchosco].'e  was  i-ari'fully  introduced  and  as  it  encountered  the  ob 
jci't  it  was  very  evident  that  it  was  not  egg  shell  but  diphtheria  with  which 
we  had  to  deal.  The  small  tracheal  ])la(iue  was  removed  by  suction  and  swab- 
bing, a  dose  of  lii.diiu  units  of  antitoxin  ailniinistered  and  the  child  jdaced  in 
ilu'  laiyngeal  w.-ird.  Intubation  was  iu)t  necessary,  and  the  child  nuide  tin 
uneventful  reco\ciy.  Pharyngeal  cultures  were  negative,  but  cultures  made 
from  the  numdirane  showed  Klel>-Loeftler  bacilli, 

A  i-evicw  of  the  cases  doinoustratcs  the  fjict  which  Dr.  Chcvaliei- 
.|;icl\S()ii  h;is  so  (ifteu  calh'd  attention  to,  that  lirouehoseoiiy  aii'l 
i'sopha,o()seo|  y  can  he  pcfrofiiicil  without  anesthesia,  locjil  of 
o-ciicfiil,  on  ailnlts  as  well  as  on  chihlfcn.  Aotiin^  a  patient  witli- 
oiit  o(.]||.ra|  ancslhrsia  is  much  iiiofc  of  help  tliau  a  hindrance  to 
the  operalof  and  the  np"i-al(n'  loses  no  iniiieccssarv  time  for  there 
is  no  I  I'll  del  icy  lo  I  rohnio-  1  ho  o|)ci-at  ton  as  it  may  he  under-  ociicral 
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iiiirst lu'siji.  <M'  course  no  case  of  (lii)litlii'ri;i  should  I'ver  bf  an- 
esthetized for  the  reiiio\-al  of  iiieniliraue.  The  profound  earbouie 
acid  poisoning  from  wliieli  all  of  these  patients  suffer  makes  a 
very  good  anesthctie  for  tiiose  wlio  wish  to  satisfy  their  minds 
that  general  anesthesia  is  necessary.  With  the  relief  of  this  con- 
dition the  child  ((uiekly  returns  to  a  normal  state.  Case  1  dem- 
onstrates the  laet  that  an  adult  of  '2'.W  pounds  can  be  easily  bron- 
choscoped  and  the  tulie  reniain  in  situ  for  tliirty  minutes  with 
practically  no  discond'ort  to  the  ])atieut.  In  this  case  as  in  many 
of  the  others  suuill  doses  oi'  nior|)hia  and  alrojtia  were  used.  These 
dinigs,  more  espeeially  morphia,  is  the  very  best  heart  stimulant 
We  ha\'e  for  this  disease.  Secondly,  the  atropia  removes  the 
greater  i>art  of  the  secretion  which  without  it  is  often  profuse.  No 
doubt  the  accident  in  loosening  the  sw;ib  on  removing  the  cari'ier 
has  occurred  many  times  before,  but  it  does  not  hapjien  since  tlie 
long  screw  shouldei-  was  added  l'\'  I)i\  .Jatdvson.  Case  li  demou- 
sli'ates  vci-y  foi'cibly  the  \al\i'-lil<c  action  of  the  loose  mend)rane 
in  causing  over-ilistention  of  the  lung  with  subsequent  ru])tui'e  of 
the  alveoli  and  general  subcutaneous  emphysenui,  even  when  no 
instrumentation  whatsoever  has  been  .-ittempted.  It  will  also  l)e 
noted  that  soiiu'  of  the  moribund  cases  drowned  in  their  (nvn 
secretions.  This  was  unfortunate  e\-en  with  continued  suction. 
The  profound  carbonic  acid  poisoning  and  diphtheritic  toxenna 
were  also  I'csponsible.  in  two  of  the  cas(>s  tliei'c  was  souu'  difll- 
cidt\-  in  i'cmo\ing  (he  mend)i-ane  as  the  distal  fwA  was  detafhed 
and  flap]  ini:'  into  the  mouth  of  the  tube  \vliili'  the  pi-oxiiiial  end  ol' 
the  cast  was  held  tightly  by  the  tube  1c.  the  tracheal  wall.  This 
was  in  reality  an  o\ crritling  of  the  roreign  body  by  the  tube, 
>vhicli  has  so  often  been  called  to  our  attention  that  this  cri'or  in 
technic  should  have  l)een  avoided. 

The  child  with  membrane  causing  obstruction  lielow  the  dista! 
end  of  the  intubation  tube  will  often  wlu-n  extubated  breathe  far 
better  than  when  the  tube  is  in  situ.  They  will  also  reg:ulate  the 
amount  of  air  taken  with  each  res|iii'ation  and  breathe  a.s  quietly 
as  possible.  This  is  ((uite  a  common  occurrence,  and  we  have  often 
recorded  this  shallow  respiration  as  an  endeavor  on  the  part  of  th'- 
child' to  prevent  coughing.  On  the  other  hand,  when  the  membrane 
obstructs  respiration  there  are  violent  spells  of  coughing  accom- 
panied by  urgent  dyspnea. 

Case  7  demonstrated  that  direi-t  extubation  may  cause  supra- 
glottic  and  arytenoid  edema  even  wluni  performed  rapidly.  This 
case  was  unable  to  remain  without  tlie  tube  when  it  was  removed 
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tlirough  tlie  speculum,  and  even  when  no  infiltration  was  seen  at 
the  time  of  removal.  At  the  suggestion  of  Dr.  Thomas  Joyce  the 
tube  wa,s  removed  by  the  digital  method.  The  patient  remained 
permanently  detubated  after  removal  and  had  not  even  the  slightest 
dyspnea  or  stenotic  cough. 

It  is  obvious  that  it  is  necessary  to  remove  all  of  the  obstructing 
foreign  body  membrane  at  the  first  attempt,  but  often  this  is 
impossible  and  the  unfortunate  ehild  dies  later  of  necrotic  diph- 
theritic pneumonia. 

In  the  tracheotomized  cases  in  this  series  the  same  result  fol- 
lowed as  in  all  of  my  cases  tracheotomized  for  the  relief  of  tracheo- 
bronchial diphtheria ;  that  is,  they  all  terminated  fatally.  Of  course 
all  of  the.se  ea.ses  were  moribund  with  the  exception  of  ease  9,  who 
lived  for  thirteen  days.  All  of  the  membrane  was  not  removed 
from  this  child  at  the  fii-st  attempt  and  the  fatal  result  was  due  to 
necrotic  i^neumonia. 

We  have  had  a  number  of  cases  with  foreign  bodies  admitted  for 
diphtheria  and  treated  for  this  disease  in  the  hospital  and  the  cause 
was  discovered  only  after  Dr.  Gover  or  myself  had  made  a  direct 
examination  of  the  larynx  and  trachea.  The  exception  to  the  rule 
is  case  11,  who  was  admitted  with  a  definite  history  of  a  foreign 
body  and  by  direct  inspection  wa.s  definitely  proven  to  be  suifering 
from  tracheal  diphtheria. 

DISCUSSION. 

Dr.  Samuel  Iglauer,  Cincinnati,  Ohio,  was  interested  to  note  ttiat 
Dr.  .lolinston  did  not  hesitate  to  use  atropin  or  morphin  when  he 
thought  them  to  be  indicated.  If  the  secretion  could  be  dried  up  by 
these  measures  they  should  be  employed.  He  was  also  interested  to 
know  that  Dr.  .Johnston  had  reached  the  point  of  being  able  to  employ 
direct  laryngoscopy  in  the  home.  This  would  be  a  great  aid.  He 
recalled  one  case  in  which  he  suspected  laryngeal  diphtheria.  In  order 
to  make  the  examination  he  had  to  take  the  child  to  the  hospital. 
Both  Dr.  Johnston  and  Dr.  Jackson  advocated  the  use  of  small  tubes; 
he  had  always  thought  he  could  see  more  through  a  large  tube.  It 
was  sometimes  necessary  to  devise  instruments  to  meet  the  needs 
of  special  cases. 

Referring  to  Dr.  Lynah's  remarks  concerning  emphysema  of  the 
lung  in  bronchial  obstruction,  the  speaker  recalled  that  some  years 
ago  he  had  pointed  out  that  with  a  partially  oljstructive  foreign  body 
in  the  bronchus  the  lung  of  the  same  side  might  become  over-distended, 
owing  to  the  fact  that  air  passed  the  foreign  body  during  inspiration 
but  was  trapped  when  the  bronchus  contracted  during  expiration. 
The  resulting  distention  of  the  lung  on  the  foreign  body  side  might 
lead  to  error  in  diagnosis  as  one  usually  expected  lung  collapse,  and 
not  distention  beyond  a  foreign  body. 

Dr.  Jackson,  in  closing  the  discussion,  emphasized  the  importance  of 
Dr.  Johnston's  work,  which,  in  the  speaker's  hands,  had  proved  to  be 
all  that  Dr.  Johnston  had  claimed  for  it.  Direct  laryngoscopy  would 
never  come  into  its  full  degree  of  usefulness  until  the  laryngoscopist 
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was  prepared,  as  Dr.  Johnston  was,  to  go  into  the  home  and  tell  the 
general  practitioner  why  the  child  had  a  croiipy  cough.  If  diphtheria 
was  suspected,  the  family  physician  would  not  allow  the  laryngologisl 
to  take  the  child  to  the  hospital  and  give  it  an  anesthetic. 

Referring  to  Dr.  Lynah's  remarks  about  the  use  of  small  tulies,  the 
si)eaker  deprecated  the  use  of  large  tubes.  Unfortunately  much  pre- 
liminary practice  had  been  done  in  clinics  on  adults  under  local 
anesthesia.  Then  when  the  operator  encountered  a  foreign  body 
case  in  aii  infant  he  was  handicapped  by  being  compelled  to  work 
tlirough  a  very  small  tulie.  If  the  use  of  a  large  tube  were  attempted 
it  would  prove  fatal  to  the  child,  as  shown  by  the  work  of  Dr. 
Imperatori  ana   Dr.   Forbes. 

The- e  (vas  little  oli.iection  to  using  the  drugs  referred  to  hy  Dr. 
Iglauer  in  adults  or  adolescents.  In  children,  and  especially  in  infants, 
mcrphin  and  cocain  were  l)Oth  very  dangerous. 

.\s  to  bronchoscopy  in  cases  of  abscess  in  cases  other  than  those  of 
foreign  liodies  he  had  seldom  been  able  to  reach  anything  that  could 
be  called  an  aliscess  cavity.  Usually  the  pus  was  found  to  come  from 
a  small  branch  lironchus,  the  orifice  of  wliich  was  swollen  and  more 
or  less  inflammatory.     A  further  study  was  lieing  ;nade  of  such  cases. 


Till-:  PRESENTATION  OF  A  CASE  OPERATED  FOR  LARGE 
SUBDURAL  CYST  OF  THE  FRONTAL  LOBE. 

\:y   r,.    W.   JIACKENZIP:,    i[.    D.,    J'hilaflepliUx.    Pa. 

:\Iy  olijt'i't  ill  jiiTsenting  this  ease  is  to  show  to  what  extent  a 
eareful  eye,  eai',  nose  and  throat  examination  aids  one  in  the 
diagnosis  ol'  intrjii-ranial  coiiilitioiis.  I'ractieali\'  all  of  the  in- 
formation olitainahle  as  to  tiie  patient's  rendition  was  throng'ii 
these  sonrees,  as  a  study  of  the  report  will  show. 

Pttticiit:  Will.  S.,  ;ijje  ."iT.  Was  referred  to  me  by  Dr.  It.  "M.  fiodilard  on 
Maruh  ^Itli,  1917. 

Famihi  hislari/:  JIuther  died  at  flie  aye  of  87.  So  far  as  patient  (.-an  recall, 
her  general  liealtli  was  good  for  a  nninber  of  years  before  her  death.  Father 
died  also  at  the  age  of  87.  His  general  health  had  been  good  with  the  exceji- 
tion  of  an  attack  of  rhenniatic  fever  when  50  years  of  age.  Patient  is  one  of  a 
family  of  13,  most  of  whom  lived  to  a  ripe  old  age;  one  brother  died  from  an 
acute  cardiac  condition;  i-anunt  recall  the  exact  cause  of  death  of  any  of  the 
other  brothers.     He  has  a  sister  still  living,  past  60  years  of  age. 

I'rrvioii.'i  lii.s!i,iii :  I'aticnt  caniKil  recall  any  definite  disea.ses  excei)ting  those 
of  childhood,  wliich  were  few.  At  the  age  of  21  he  had,  what  the  doctors 
termed,  infianiination  of  the  bowels  and  catarrh  of  the  stomach  for  a  period  of 
six  or  seven  weeks  (probably  typhoid).  At  that  time  he  was  employed  as  a 
carjiet  weaver.  At  the  age  of  26  he  married,  and  is  the  father  of  eleven 
children.  At  the  present  time  there  are  six  children  living.  One  child  died 
from  diplitheria.  another  from  jjnennionia,  both  before  they  were  ten  years 
of  age.  Caiiiiot  recall  the  cause  of  deatli  in  tlie  other  two.  The  first  ehibi 
was   still-born. 

Prcicnt  hislorii:  In  the  early  ].art  of  Oi-tober,  1016,  the  jiatient  fell  down- 
•stairs,  was  picked  np  nnconseions  and  moved  to  bed.  The  following  day  the 
family  doctor  was  called  in.  At  that  time  the  patient  complained  of  headache 
incr  the  right  occipital  region.  A  day  or  two  later  he  returned  to  work  and 
felt  all  right  for  about  one  month,  when  the  headache  returned.  Since,  then  the 
]iaiii  had  become  more  intense,  but  the  intensity  varied  from  time  to  time. 
Patient  consulted  an  osteopath  and  received  nine  treatments.  He  then  called 
in  a  general  jihysician,  who  consulted  with  another  physician,  who  was  more  or 
less  of  a  s]iecialist.  He  was  then  transferred  to  one  of  the  Philadelphia 
licis|pitals  and  was  \nul(>r  the  ci^re  of  a  surgeon  for  about  three  weeks.  The 
patient  .-iiiiiearcd  to  lii>  benefited  hy  the  treatment  and  left  the  hospital  of  his 
own  accord  and  returned  home.  He  remained  under  the  care  of  his  family 
physician,  who  later  sent  him  to  another  hospital  where  he  was  under  treatment 
for  about  nine  days.  During  this  time  a  polyp  was  removed  from  the  right 
side  of  the  nose  and  a  frontal  sinus  condition  diagnosed,  which  was  thought  to 
be  the  i)robable  cause  of  the  patient's  headaches.  During  his  stay  at  the 
second   hosjiital    the   iJatient    claims    to   have   become   gradually    weaker    as   the 


180 


G.    W.    MACKENZIE. 


result  of  a  restricted  diet.  lie  tlieu  consulted  Dr.  Goddard,  who  referred  him 
to  me  on  March  5tb,  1917. 

Vresent  condition :  The  general  appearance  of  the  patient  was  that  of 
pronounced  emaciation;  he  had  a  shuffling,  uncertain  gait  (length  of  steps 
about  eight  inches),  requiring  two  persons  to  lead  and  support  him. 
His  speech  was  slow  and  he  had  a  vacant  stare  in  his  eyes,  which  suggested  poor 
vision.  He  complained  of  severe  pain  on  the  right  side  of  the  head,  centering 
especially  in  the  temjioral  and  frontal  regions.  During  his  attempts  at  walk- 
ing, there  was  a  teudenej-  to  pitch  forward  due  to  an  inability  to  balance 
himself.  The  same  tendency  was  manifested  if  one  juished  his  body  backward 
or  to  either  side. 

Examination  of  the  cranial  nerves  gave  the  following  findings: 

I.  Xerve:  The  patient  was  unable  to  distinguish  between  the  odor  of  alcohol 
and  catsup.  His  answers  on  repeated  tests,  with  a  few  minutes'  rest  between, 
were  occasionally  given  correct,  but  were  always  slow.  Each  side  was  tested 
separately  and  the  patient 's  sense  of  smell  seemed  to  be  blunted  on  both  sides. 
On  the  left  side  the  blunting  of  the  sense  of  smell  may  have  been  due  in  part 
to  a  pronounced  obstruction  from  a  deviation;  the  right  side  (concave  side) 
was  quite  free  of  mechanical  obstructions,  however  there  was  considerable 
secretion.  At  the  time  of  taking  the  sense  of  smell  there  was  some  question 
in  my  mind  as  to  how  much  was  due  to  an  actual  blunting  of  the  sense  of  smell, 
how  much  to  obstruction  and  how  much  to  slow  cerebration.  Later  on,  I 
learned  that  the  patient,  under  norm.al  conditions,  prior  to  and  since  operation, 
is  a  slow  and  deliberate  talker,  but  he  is  more  prompt  in  his  replies  at  this 
time    (June,   1917)   than  he  had  been  for  some  time  prior  to  operation. 

II.  Xerve:  Ophthalmoscopic  examination  O.  D.  Optic  nerve  showed  extreme 
choking  (elevation  fi  or  7  diopters),  as  well  as  jironounced  increase  in  circular 
dimensions  (mushroomed).  The  outline  of  the  disc  was  very  poorly  defined, 
apparently  blending -nith  the  retina.  The  vessels  on  the  disc  were  quite  obscured, 
the  veins  in  the  retina  markedly  distended.  The  retina  showed  innumerable 
streak-like  small  hemorrhages,  mostly  surrounding  the  veins,  while  at  the  lower 
part  of  the  retina  there  were  some  larger  masses  of  hemorrhage;  the  upper 
margin  of  these  were  horizontal.  There  were  a  few  small  areas  of  pale-colored 
degeneration  scattered  between  the  disc  and  the  macula.  The  distribution  of 
these  areas,  however,  was  not  of  the  classical  albuminuric  type.  The  vision 
O.  D.  was  fingers  against  a  black  background  about  one  foot  (?),  more  often 
incorrectly  estimated  than  correctly.  O.  S. — the  ophthalmoscopic  picture  was 
the  same  as  that  of  O.  D.  with  the  exception  that  the  choking  was  less  pro- 
nounced (4  or  5  diopters),  the  hemorrhages  perhaps  fewer,  while  the  vision 
was  about  the  same  as  that  of  O.  D. 

III.,  IV.  and  VI.  Xerves:  ilobility  of  the  eyeballs  normal,  in  that  both 
eyes  moved  together  and  freely  in  all  directions,  with  no  evidence  of  strabismus ; 
however,  on  examination  for  the  lateral  positions,  there  was  an  apparent 
aggravation  of  the  physiologic  nystagmus.  Pupils  were  both  moderately  dilated, 
the  right  more  so  than  the  left.  Reaction  to  light  was  practically  nil  on  the 
right  side,  but  moderate  on  the  left. 

V.  Xerve:  Xo  disturbance  in  tactile,  pain  or  temperature  sense  on  the  two 
sides,  nor  was  there  any  weakness  of  the  muscles  supplied  by  the  motor  branch 
of  the  V.  nerve  on  either  side. 
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VII.  Nerve:  The  function  of  the  mimic  muscles  on  both  sides  equal  and 
normal. 

•  VIII.  Nerve,  Cochlear  Branch:  Hearing  for  conversational  and  whispered 
voice  and  acoumeter  apparently  normal  on  both  sides.  *The  fork  tests  gave 
normal  findings  in  that  Weber  was  not  lateralized.  The  bone  conduction  was 
normal,  Rinne  positive  40  seconds,  which  is  normal  for  the  Politzer  middle  tone 
weighted  fork  that  I  use.     Patient  also  heard  the  low  and  high  forks  normally. 

VIII.  Nerve,  Vestibular  Branch:  The  extreme  headache  which  the  patient 
was  suffering,  together  with  his  inability  to  sit  in  the  turning  chair,  made  it 
impossible  to  conduct  turning  tests.  Accordingly,  the  galvanic  test,  which  I 
believe  to  be  an  easier  and  more  accurate  method,  was  used.  With  the  cathode 
to  the  right  ear,  the  patient  manifested  a  rotatory  nystagmus  to  the  right  with 
a  current  strength  of  3  M.  A.  With  the  anode  to  the  right  ear,  there  was  a 
pronounced  rotatory  nystagmus  to  the  left  with  a  current  strength  of  3  M.  A. 
On  the  left  side  the  cathode  produced  a  nystagmus  to  the  left  with  3  M.  A. 
current;  while  the  anode  produced  a  rotary  nystagmus  to  the  right  with 
3  M.  A.  Prior  to  making  these  galvanic  tests,  the  patient  was  tested  for  spon- 
taneous nystagmus,  which  was  not  present  when  looking  straight  ahead.  On 
looking  to  the  right,  there  was  pronounced  nystagmus  to  the  right,  and  on 
looking  to  the  left,  there  was  pronounced  nystagmus  to  the  left,  as  noted  above ; 
however,  it  was  equal  in  intensity  to  the  two  sides.  The  disturbance  in  gait 
has  already  been  mentioned. 

There  was  spontaneous  past-poiuting  inward,  about  8  inches  on  both  sides: 
that  is,  when  the  patient  attempted  to  find  the  finger  from  above  downward, 
he  deviated  inward  with  the  right  hand;  also  with  the  left  hand,  and  the 
condition  was  to  a  like  degree  on  both  sides. 

IX.  Nerve:  The  sense  of  taste  was  tested  with  salt,  sugar,  alcohol  and 
catsup,  all  in  liquid  form,  with  a  small  pledget  of  cotton  wrapped  on  an 
applicator  wire.  The  two  sides  were  tested  separately  and  the  tips  and  the 
dorsum  of  the  tongue  were  also  tested  separately  and  the  mouth  washed  with 
water  between  tests.  The  replies  were  very  uncertain  and  tardy.  Comparing 
them  with  the  control,  they  were  much  slower  than  normal,  especially  on  the 
left  side ;  however,  there  was  not  a  pronounced  variation  on  the  two  sides. 

X.  Nerve:  Temperature  98°,  pulse  64,  respiration  24,  and  no  vomiting  up  to 
the  time  of  date  of  this  examination ;  however,  there  was  one  attack  of  what 
the  nurse  rei>orted  as  exjiulsive  vomiting  as  the  patient  reached  the  hospital  and 
prior  to  his  operation. 

XI.  and  XII.  Nerves:     Normal  findings. 

The  general  muscular  condition  of  the  patient  was  fair  and  c(|ual  on  the  two 
sides;  that  is,  the  extensors,  flexors,  supinators  and  pronators  were  tested  and 
found  to  be  weaker  than  the  average  but  equal  on  the  two  sides.  The  same 
applies  to  the  hand  grip. 

The  arms,  legs,  chest  and  back  were  tested  for  disturbances  in  the  tactile,  pain 
and  temperature  sense,  but  none  were  found. 

*In  regard  to  the  tuningr-fork  tests,  they  were  rather  difficult  to  make, 
because  the  patient  seemed  to  fatigue  under  tlie  tests  and  it  was  necessary 
to  complete  the  examination  at  tlie  second  attempt  two  days  later.  At 
times  there  was  a  question  as  to  whether  there  was  not  slig-ht  diminution  on 
both  sides  of  very  moderate  degree,  but  repeated  tests,  using  considerable 
patience,  showed  that  the  function  of  the  coclilear  branch  of  tlie  VIII  Nerve 
on  botli  sides  w^as  normal. 
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The  spceeli  centre  ivas  t'tmiid  to  be  normal,  in  that  tliere  \Yas  no  motor  or 
sensory  aphasia  nor  was  there  any  jiaraphasia;  furthermore,  the  family  was 
(|nestioned  on  these  points  and  replied  that  they  had  not  noticed  any  disturbance 
in  his  sjieei'li  or  in  his  identificatiou  of  articles.  On  the  other  hand,  there  was 
a  sliylit  hesitancy  in  his  speech  that  the  family  had  noti<'ed  which  the  patient 
did  not   show  liefore  his  present  illness. 

Kxaniination  of  the  nose  revealed  a  pronounced  deviation  of  the  septum  to 
the  left,  as  noted.  On  the  right  concave  side  there  was  a  moderate  compensa- 
torj-  hypertrophy  of  the  inferior  turbinate  and  a  moderate  amount  of  secretion 
in  the  region  of  the  middle  meatus.  The  appearance  of  the  stump  of  the  middle 
turbinate  suggested  that  it  evidently  had  been  amjmtated,  because  of  previous 
hyperplasia.  The  nuicous  membrane  on  both  sides  of  the  nose  was  somewhat 
pinker  and  more  turgescent  than  normal. 

Examination  of  the  mouth  revealed  three  scattered  wounds  in  the  alveolar 
process  of  the  upper  jaw,  due  to  the  recent  extraction  of  teeth.  The  tongue 
was  slightly  coated,  of  a  gray  color,  and  was  protruded  straight  forward  with 
a  slight,  coarse  tremor.  He  could  extend  his  tongue  and  move  it  to  the  two 
sides  freely  and  to  a  like  degree.  The  soft  palate  moved  freely  and  did  not 
deviate  during  the  phonation  of  the  letter  a. 

Utoficopir  ixtniiiiiaiidii :  Kight  ear — tymjianic  )nenibrane  intact,  brilliant, 
fairly  o]iaque,  no  retraction,  normal  moljility  with  Siegle.  By  Politzer  inflation, 
the  memlirane  moved  outward  freely  over  a  large  area  and  went  back  somewhat 
slowly,  especially  in  the  jiosterior  half,  indicating  a  somewhat  relaxed  condition 
of   the  membrane. 

Left  ear — Mendjrane  intact,  brilliant,  slightly  ojiaque  in  the  posterior  half; 
however,  sufficiently  transhuent  to  jiermit  a  view  of  the  long  process  of  the 
anvil.  Mobility  normal  with  the  Sipglp.  By  Politzer  inflation  the  membrane 
moved  outward  freel}'  and   went   back  jnomiitly. 

Uriiuirii  cTinninntioii,  JMarch  ath:  Amount,  4  ounces.  Sp.  Gr.,  1009.  He- 
action,  faintly  acid.  Odor,  none.  Color,  light  andier.  Transparency,  clear. 
Sediment,  heavy  grayish  white  flocculent.  Albumen,  trace.  .Sugar,  negative. 
Urea,  0.010  gms.  per  c.c.  Indican,  negative.  Bile,  negative.  I^robilinogen, 
negative.     Blood,  negative. 

Microscojiic — An  abundance  of  amorjihous  ur.-ites.  many  epithelial  cells 
(mainly  bladder),  few  renal  cells,  an  abundance  of  bacillary  bacteria,  few 
uric  acid  cry.stals. 

Wa.ixermann  cxamiiintion,  March  V.',,  1917:  Made  by  the  Philadelphia 
Clinical  Laboratory.  Reaction,  negative.  Antigen  I.,  (Cholesternized)  nega- 
tive. Antigen  II.,  (Ale.  syph.  liver)  negative.  Antigen  III.,  (Acet.  insol. 
lipoids)   negative. 

From  the  symptoms  and  signs  the  diagnosis  was  made  of  a  tumor  of  fair 
size,  located  in  and  about  the  right  inferior  frontal  convolution. 

The  patient  was  sent  to  the  hospital  for  further  study  before  attempting  an 
n]ieration.  I  visited  him  several  times,  corroborating  the  findings  noted  above. 
On  the  tilth  of  March  I  took  Dr.  Weston  D.  Bayley,  of  Philadelphia,  as  consult- 
ing neurologist,  his  findings  corroborating  those  of  mine.  Dr.  Bayley  further- 
more agreed  with  me  as  to  the  character  and  location  of  the  lesion.  On  March 
Kith  the  patient  was  operated  under  ether  narcosis,  administered  by  Dr.  R. 
Frank  Hill.  A  semicircular  incision  was  made  on  the  right  side  extending 
from  a  point  an  inch  behind  and  on  a  level  with  the  auricle,  upward  and  around 
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lo  tlir  miter  angle  of  the  orbit,  through  the  soft  parts  and  periosteum  to  the 
lione.  The  periosteum  was  separated  from  the  bone  and  the  flap  turned  down- 
ward. With  the  Alexander  mastoid  gauge  No.  12  an  opening  was  made  through 
the  skull  in  about  the  middle  of  the  exposed  area.  This  was  enlarged  with  the 
bone-biting  forceps  in  all  directions  and  an  oval-shaped  area  of  the  dura 
ex}>osed  about  7  cm.  in  its  longest  dimension,  (horizontal)  and  6  cm.  in  its 
shortest  dimension  (vertical).  The  dura  appeared  normal  and  smooth  on  its 
external  surface,  liut  beneath  could  be  seen  a  dark  discoloration.  Furthermore, 
there  was  evidence  of  marked  pressure.  A  small  horizontally  running  incision 
was  made  antcriorily  through  the  dura,  from  which  squirted  a  dark,  almost 
black-colored,  fluid.  This  was  allowed  to  flow  slowly  until  it  appeared  that  a 
sac  had  colla]ised.  Then  the  incision  was  lengthened  as  far  as  the  exposed  dura 
would  permit.  The  up[ier  margin  of  the  dura  was  retracted  and  it  was  seen 
that  there  was  a  eonsideral)le  siiace  between  the  dura  and  the  brain  tissue, 
giving  one  the  impression  that  the  brain  had  suffered  a  dent,  the  maximum 
depth  from  the  surface  of  the  dura  to  the  brain  tissue  being  about  2  cm. 
About  a  des.sert-spoon  full  of  dark  clots  was  removed,  after  which  an  inspection 
(if  the  dura  and  surface  of  the  brain  showed  a  dark  greenish-colored  stain, — 
no  doubt,  from  the  iron  salts  of  the  blood.  The  dura  over  the  cyst  was  about 
three  times  as  thick  as  normal,  the  inner  two  thirds  of  which  appeared  to  be  a 
more  or  less  organized  sac  which  could  be  peeled  from  the  duva  projier  with 
some  difficulty.  The  greater  part  of  the  dura  was  stitched,  with  the  exception 
of  a  small  gap  which  was  left  anteriorly,  into  which  the  end  of  a  one  inch 
iodoform  gau;e  .strip  was  inserted  for  drainage.  The  wound  over  the  soft 
ti.ssues  was  closed  with  interrupted  sutures,  except  the  extreme  anterior  end, 
through  which  was  allowed  to  protrude  the  iodoform  gauze  wick.  Iodoform 
gause  dressing  was  ajijilied  directly  to  the  wound,  over  which  a  rich  plain  gauze 
dressing  was  laid  and  the  whole  bandaged.  The  jiatient  was  put  to  bed  and 
a  few  hours  later,  when  be  had  come  out  of  ether,  he  remarked  that  his  headache 
had  gone. 

On  March  17  the  jiatieut 's  iiulse,  temperature  and  respiration  were  normal. 
There  was  slight  edema  about  the  right  orliit ;  otherwise,  be  said  that  he  felt 
comfortable  and  remarked  that  he  could  see  better. 

On  March  ISth  the  patient's  condition  was  improved  from  every  angle.  The 
wound  was  redressed  and  showed  no  evidence  of  excessive  reaction.  After  this 
date  the  wound  was  dressed  every  day.  The  headache  had  entirely  disappeared 
and  he  noticed  that  his  vision  .was  constantly  improving. 

On  March  19th,  the  wick  was  partly  withdrawn  and  the  following  day 
removed  entirely.  At  this  time  his  gait  had  so  improved  and  he  felt  strong 
enough  to  walk  from  the  ward  to  the  operating  room  for  redressing.  On  the 
24th  the  wound  was  quite  healed.  There  was  no  secretion,  his  vision  had 
improved  and  he  was  discharged  from  the  hospital.  Two  weeks  after  the 
operation,  the  patient  walked  from  his  house  to  the  office,  accompanied,  but 
unassisted,  a  distance  of  about  three  miles. 

On  March  28th  the  patient  was  re-examined,  and  the  sense  of  smell,  although 
not  perfect,  was  much  better  than  on  his  first  visit.  The  optic  nerve,  O.  D.. 
was  still  swollen  about  .3  diopters.  The  blood  vessels  on  the  disc  were  seen 
more  distinctly  than  they  were  on  the  first  visit.  Hemorrhages  were  consider- 
ably diminished  in  number,  and  the  patient's  vision  improved  to  fingers  at  one 
meter.     O.   S.,  disc  swollen  about  2  diopters,  the  same  general  appearance  as 


■j^O^  G.    W.    MACKENZIE. 

in  O.  D.,  but  less  pronounced.  Vision,  with  correction  that  he  had  been 
wearing  6/30. 

The  sense  of  taste  was  positively  improved  over  that  which  it  had  been  prior 
to  operation. 

The  remaining  cranial  nerves  normal.  The  patient  had  gained  3  0  pounds 
in  weight  and  was  physically  much  stronger  than  before  operation,  and  entirely 
free  of  headache. 

On  April  21st  K.  I.  was  administered  in  10  drop  doses,  t.  i.  d.  in  the  hope  of 
clearing  up  the  slight  remains  of  edema  of  the  disc.  The  patient  reported  at 
tlie  office  about  twice  a  week  from  then  on  until  May  19th,  when  he  was 
refracted  with  a  mydriatic.  The  vision  in  right  eye  was  6/60.  It  was 
impossible  to  improve  the  vision  in  this  eye  with  any  glass.  O.  S.  +  1.87  D 
sphere  +  .50  D  cyl.  ax."  105  gave  a  vision  of  6/12.  With  4.00  D  sphere 
added,  the  patient  was  able  to  read  ordinary  newspaper  type.  The 
patient  obs-erved  his  central  vision  was  poor,  as  compared  with  that  directly 
around  it.  He  stated  that  he  loses  fixation  of  objects  when  he  looks  directly  at 
them,  but  when  he  directs  his  vision  away  from  the  center,  he  reads  better  than 
when  looking  directly  at  it. 

The  urinary  examination  made  on  May  oth  was  as  follows: 

Urinary  examination.  May  5,  1S17:.  .Beport  of  the  Philadelphia  Clinical 
Laboratory — Color,  light  yellow.  Consistence,  clear.  Reaction,  acid.  Sp.  gr. 
at  15°  C. — 1018.  Robert's  test  for  albumen,  not  found.  Robert's  test  for 
heat  +  H  No.  3  not  found.  Benedict's  test  for  sugar,  not  found.  Casts,  not 
found.  Urates  amorphous,  present.  Crystals,  not  found.  Large  squamous 
epithelial  cells,  few  found.     Leucocytes,  few  found. 

By  ophthalmoscopic  examination  there  was  no  evidence  of  swelling  of  the 
disc,  distention  of  the  veins  or  hemorrhages. 

Since  May  19th  the  patient  reported  every  week  or  10  days  up  to  June  16th. 
His  vision  is  still  improving,  so  that  now  he  reads  6/12  with  ease,  and  is 
discharged  as  cured. 

The  points  worth  emphasiziug  in  this  case  are :  1st,  that  the 
very  severe  headache  combined  with  the  immense  choking  of 
both  optic  nerves,  were  sufficient  to  indicate  that  there  was 
considerable  intracranial  pressure ;  2nd,  that  the  headache  was 
more  intense  on  the  right  side;  3rd,  that  the  right  optic  nerve, 
was  choked  more  than  the  left;  4th,  that  the  vision  was  poorer 
in  that  eye ; — all  pointed  to  a  right-sided  lesion. 

The  absence  of  localizing  symptoms  with  the  exception  of  the 
sense  of  taste  and  smell,  would  suggest  that  the  location  of  the 
pressure  was  in  some  so-called  silent  area  in  the  region  of  the 
inferior  frontal  convolution  of  the  right  side,  just  above  the 
Sylvian  fissure  anterior  extremity,  and  possibly  exerting  some 
pressure  on  the  anterior  portion  of  the  temporo-sphenoidal  lobe. 

That  there  was  no  speech  disturbance  was  due  to  the  fact  that 
the  patient  was  right-handed. 

The  presence  of  the  spontaneou.s  past  pointing  inward  with 
the  right  and  left  liand,  together  with  the  exaggerated  physio- 
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logic    nystagmus    to    the    sides,    were    probably    due    to    distant 
pressure  and  were  of  no  particular  localizing  value. 

The  history  of  a  fall  in  November,  from  which  time  the  patient 
dated  his  trouble,  would  suggest  that  the  character  of  the  lesion 
was  probably  hemorrhagic. 


INTIBATIOXAL  TUBES  FOR  THE  TREATMENT  OF 
(HKON'IC  LARYNGEAL  STENOSIS. 

By  HEXRY  LOWXDES  lA'XAH.  .M.   D..   Xcw  York  City. 

A.      71i(   DUniiiiti  Ldrtjiifjf nl  Tv.hcs. 

These  tii))es  are  iiia.le  in  five  .sizes,  with  an  iuerea.se  of  one  milli- 
meter in  the  antero-posterior,  as  well  as  the  lateral  diameter,  over 
the  original  O'Duyer  tube.  The  first  size  is  introclueed  after  the 
O'Dwyer  tube  is  removed.  The  tube  is  removed  at  the  end  of  one 
week  and  the  next  size  introdnee<l.  For  greater  dilatation  these 
tubes  are  eovered  with  soft  nibber  tubing,  which  gives  an  increase 
of  from  one  to  two  millimeters  in  diameter.  The  tube  in  the 
middle  of  the  row  of  dilating  tubes  shows  one  covered  with  the 
soft  vulcanate. 

H.      Tin  Son  ('(iKi/h-iip  Tiilicx. 

These  tuhes  are  used  in  .HTite  l;n-ynge;d  dii)htheria  to  prevent 
auto-extubation,  and  are  also  eniploycd  in  the  chronic  cases  of 
stenosis  when  auto-extubation  nriins.  They  are-  also  used  owing' 
to  the  very  narrow  neck — to  allow  for  play  of  the  intralaryngeal 
muscles  after  sufficient  dilatation  has  been  accomplished.  They 
pi'event  auto-extubation  owing  to  the  olive  bulbous  tracheal  swell. 
In  acute  laryngeal  stenosis  tiiey  should  not  be  left  in  longer  than 
one  week,  as  there  may  be  considerable  difficulty  in  removing  them. 
These  tubes  have  been  used  in  (i\cr  thicc  hundred  and  fifty  cases 
of  persistent  auto-extuliation,  and  in  not  one  instance  has  the  tube 
l)een  coughed  out  after  introduction.  These  tidies  are  made  in 
s(>vcn  sizes — from  one  to  ten  to  twelve  years  of  age. 

( '.      I iitilhiilidiKil  Liirillif/Dstoiin/   Tltlxs. 

These  tubes  are  employed  when  the  radical  laryngostomy  is 
necessary  to  effect  a  cure.  The  laryngostomy  is  performed  in  the 
usual  manner,  care  being  taken  not  to  disturb  the  dermal  flap  on 
introduction  of  the  tube.  These  tubes  are  eovered  with  soft  rubber. 
After  introduction  of^the  tube  a  large  soft  rubber  laryngostomy 
jilug  is  attached  by  means  of  a  small  threaded  post  with  a  pressur" 
Hange  attachment,  so  that  the  .soft  rubber  plug  may  be  pressed 
down  and  made  to  fit  the  fistula  and  keep  the  lateral  walls 
seiiaratcd. 
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I).      Tin   Alxliirlur  or  Cutoiil  Tiihis. 

'IMiesc'  tuiifs  arc  iiuKk'  witli  a  very  Hat  head  and  the  posterioi' 
poi'tion  (if  the  lumen  removed.  Tlie  removal  of  this  part  of  the 
inhr  aUciws  I'l'ei'  phiy  for  thr  ahduetor  museles  after  a  small  narrow 
neck-  tnhe  has  bei-n  used  without  siu'eess.  The  first  size  is  introduced 
and  h'ft  in  situ  for  due  week,  provided  it  does  not  cause  dyspnea; 
tlien  it  is  removed  and  a  narrow  neek  tube,  without  the  fenestra, 
is   introduced    an<l    h'ft    for   the    next    wccl^ :    then    the    cutout    tuhc 


intnuhici-d  and  hft  for  anotiier  week.  At  tiie  end  of  tiie  second 
week  the  ni'.xt  size  fenestrated  tul)e  is  introdui'cd  alternating  witli 
the  non  fenestrated  narrow  neck  tube,  and  so  on  with  the  next  siz" 
until  a  period  nl'  six  weeks  has  elapsed,  wlien  the  tube  is  removed 
for  (Ictubatiiry  trial.  If  the  cliild  docs  not  i-emain  without  the 
tube  and  spasm  of  the  adductors  is  still  the  cause  of  reiiitubation, 
tiie  same  procedure  is  repeated.  If  polypoid  tissue  is  present  these 
tubes  should   be  dispensed   with,  or  rather  not  employed.      All   o'' 
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the  eases  should  be  eonstautly  examined  by  endolaryngeal  inspec- 
tion to  ascertain  the  cause  of  the  stenosis  before  ])lind  digital 
intubation  is  attempted. 

The-^e  tubes  are  made  by  George  Ermold  of  New  York  City. 


PRESENTATION    OF    SPECIMENS. 

Dr.  Kobert  Clyde  Lyueh,  New  Orleans,  La.,  presented  a 
specimen,  the  larynx,  removed  from  a  male  patient,  72  years  of 
age.  The  man  was  first  seen  in  May,  1916,  when  the  diaguosi-; 
of  carcinoma  of  the  larynx  was  made,  and  operation  advised. 
This  was  refused,  and  the  patient  passed  out  of  his  hands. 
Radium  wa.s  then  used :  lu  May,  77  milligrams,  for  seven  hours : 
in  June,  80  milligrams,  for  10  hours ;  in  August,  77  milligi'ams. 
for  foui'teen  hours. 

The  first  few  applications  of  radium  produced  ulceration  of  the 
skin  surface;  this  healed,  'i'he  tumor  increased  in  size,  obstruct- 
ing the  air -way.  He  then,  r"-turned,  begging  for  relief.  Laryngec- 
tomy was  thereupon  performed,  the  one-stage  operation  being 
employed.  The  operation  progressed  satisfactorily  in  all  respects, 
but  the  tissues  over  which  the  radium  had  been  applied  were 
found  to  look  exactly  like  cartilage,  being  hard,  gristly,  and 
entirely  different  from  the  normal  condition  in  the  neck.  Over 
the  area  of  application  and  beginning  in  the  tumor  itself,  there 
was  some  necrosis  from  the  action  of  the  radium.  Immediately 
after  the  operation  there  was  set  up  radium  sloughing,  which  led 
to  the  patient's  death. 

This  case  wa.s  presented  because  there  had  been  several  similai- 
cases  in  New  Orleans,  in  which,  because  of  too  large  doses  or 
insufficient  screening,  operation  was  followed  by  tremendous 
sloughing.  In  one  case,  in  which  radium  was  applied  to  the 
thyroid,  the  woman  had  sufficient  strength  to  bring  about  her 
recovery.  The  cases  illustrated  the  fact  that  where  radium 
applications  preceded  the  operative  procedure,  one  must  be 
prepared  to  deal  with  sloughing  of  the  tissues.  The  action  of 
the  radium  on  the  normal  structures  was  to  be  taken  into 
consideration. 
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CIIONUROMA    OF    THE    SOFT    PALATE    LONG 
OA'EKLOOKED. 

B.v  Hiox  i:i,ai;k  cilk.  ^r.  n.,  I'liikuieiijiiia.  \'a. 

It  soiuiils  like  a  |iara(lox  to  say  tliat  wo  nei'd  to  lie  reiiiiiuled 
o!'  rainiliai'  truths,  liiit  this  is  a  fact.  iM'cry  ])hysiciaii  knows 
that  a  I'orrrct  diagnosis  is  inxalualiir  and  that  we  should  carne.stly 
stri\('  to  (lisi-o\('r  and  rrniovc  the  rausi's  of  tin'  diseases  wo 
enrounter  and  yet  i|uite  IViMiuently  \\r  learn  of  eases,  whose 
treaJnient  li;is  \>vrn  eX(dusi\ely  syuiidonial  ii-  ami  where  etiologieal 
in\estit;ation  lias  lieeu  enliridy  neyle<'ted.  0|'  eourse.  '\\'e  are  often 
re(|uired  to  ti'eat  s>'ni|itonis  :  it  uiny  he  our  first  dnt\-  to  cheek  a 
lieiiioi'i-h:|i;('  or  reliexc  a  se\-ere  ]>ain,  "irresiieetiw  ol'  causation 
hut,  when  we  lia\c  tiuie  f(H'  in\es1  ination,  especially  in  chronic 
eases.  ]:urcly  s\  iiiptoiiiatic  treat  nieiil  is  justified  onl\-  hy  some  oni' 
of  the  I'ollowint;'  conditions:  (1)  where  the  eause  cannot  he  dis- 
co\t'red  :  (2i  \\hi're  the  cause  is  a  .self  limiting  jiroeess,  as  in  many 
ol'  the  disoi'ders  occurring'  during  pregnancy,  and  (3)  where  the 
cause  though  known,  is  heyond  I'emedy  and  must  he  reckoned 
with  as  a  permanent  factor.  Apart  from  situations  sueh  as  these, 
till-  I'cstriction  of  our  therapy  to  the  ]>alliation  of  symptom.s  is 
negligence  hard   to  condone. 

In  the  case  I  am  ahout  to  descriln'.  a  slowly  gi-owing  tumor, 
in  an  aceessilile  locality,  had  reacheil  a  eousiderahle  size  and  had 
gi\-en  rise  to  a  uumher  of  sym|)toms.  Tlie  patient  had  heen  suc- 
cessively nndei-  The  cai'e  of  fotu'  |)r,i<-titioners,  two  of  them 
laryngologists,  and  various  remedial  measures,  medi<-al  and  sur- 
gical, had  liecu  emjiloyed.  hut  ;dl  treatment  had  heen  addressed 
to  symptoms:  no  one  did  anything  with  the  causal  tumor  and,  in 
li'iith.  onl\  one  of  the  four  scrutiiuzed  the  region  where  it  was  to 
lie  found.  The  \;iricd  treatments  temporarily  palliated  the 
symptoms,  hut  had  no  pci-maueid  effects  and  the  jiatieiit  Avas 
growing  \\ orse  unlil.  al  last,  the  tumor  was  recognized  as  the 
sole  cause  of  the  morhid  conilitions.  and  was  extirpated,  hriny'ing 
aliout  complete  reco\er'y. 

As  some  of  the  statennuifs  in  this  n;irralive  may  seem  strange. 
I  w  ish  to  he  partienlarly  (dear  and  dclinil  c  regarding  the  authority 
upon  whiidi  tlicy  rest.  Nothing  which  transpireil  hefoi-c  I  took 
(diarge    of   the    cas(>   came    within    my    own    person;d    knowledge. 
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When  the  |i;ifi('nt  i-oiisnlti'd  inc.  slu'  had  already  ])artod  <-oiiii>aiiy 
with  hr-i'  foriiici-  advisers  and  1  had  no  opportunity  to  confer  witii 
them.  Tile  jvatient  is  a  young  woman  of  intelligence  and  I 
believe  iier  to  be  entirely  trustworthy.  On  aeeotuit  of  lier 
prolonged  treatment  and  large  outla.v  of  money,  this  illness  was 
for  her  a  very  trying  episode  and  she  put  in  writing  a  historx-  of 
her  experiences,  from  the  time  when  she  tii'st  sought  medical  aid 
until  its  final  cessation,  upon  her  recovery  of  health.  It  is  upon 
this  record  I  have  depended  for  the  facts  preceding  the  time  when 
I  made  her  ac(|uaintance.  I  believe  that,  to  the  best  of  iier  ability. 
she  has  narrated  -witli  accuracy  what  occurred. 

CASE    REI'URT. 

Ill  tlie  vcar  IJll,  Miss  E.  W.  about  30  years  of  age,  sought  tbe  adviee  of 
her  family  iihvsician,  because  of  i)er.sistent  earache  ujion  the  right  side.  There 
was  no  discharge  and  hearing  v.as  not  impaired.  The  throat  was  not  examined 
and  'the  treatment  consisted  of  internal  medication.  The  pain  gradually 
passed  awa.v. 

In  ]9]3  there  was  another  pndonged  attack  of  earache  and  an  intercurrent 
tonsillitis.  Both  subsided  in  a  couple  of  weeks  but  left  a  cough,  which  con- 
tinued for  months.  The  same  physician  was  in  charge  and  the  patient  took 
man.v  bottles  of  medicine:  character  unknown.  There  were  no  surgical 
jirocedures. 

In  ]iM4  a  very  jiainfu!  abscess  developed  in  the  right  ear  and  was  lanced 
by  Dr.  X.  a  laryngologist.  Xo  examination  of  throat  or  nose.  Later  in  the 
same  year  oecnrred  another  attack  of  tonsillitis  with  a  troublesome  cough. 
These  affections  were  treated  by  Dr.  Y.  who  administered  a  good  deal  of 
medicine  b.v  the  stomach.  Xo  surgery  and  no  examination  of  nose  or  of  naso- 
pharynx. 

Xear  the  end  of  1914  the  patient,  nnich  discouraged  by  her  frequent  attacks 
of  illness,  applied  to  a  laryngologist.  Dr.  Z.  and  was  under  his  care  for  eight 
months,  extending  beyond  the  summer  of  1915.  There  was  no  surger.y  but 
medicines  were  applied  to  the  throat  and  nostrils.  With  warm  weather  the 
s.vmptoms  were  somewhat  mitigated. 

In  April,  1916,  there  was  another  abscess  in  the  right  ear  accoiiijianied  by 
;>  persistent  cough.  The  patient  returned  to  tbe  laryngologist.  Dr.  Z.,  who 
lanced  the  atiscess  and  also  inspected  the  soft  palate,  as  far  as  that  could  be 
done  b.v  simply  looking  into  the  mouth  without  any  instrumental  aid,  or  any 
attempt  to  take  a  posterior  view.  Inadequate  as  this  examination  was,  it 
showed  that  the  soft  palate  was  distended  by  tumefaction  of  some  kind 
and  Dr.  Z.  informed  the  patient  of  the  abnormal  condition  which  existed, 
adding  that  he  did  not  know  what  the  growth  was  and  did  not  think  it  wise  to 
interfere  nilh  it.  A  Wassermann  test  was  made  with  a  negative  result; 
but  the  Ens'^achian  catheter  was  not  used  nor  were  the  Valsalva  or  Politzer 
methods  of  inflation.  The  ])afient  continued  to  visit  Dr.  Z.  up  to  August, 
1916,  when  swelling  again  appeared  in  the  right  ear  and  lancing  brought 
temporary  relief;  but  the  trouble  soon  returned  and  Miss  W.,  in  a  discouraged 
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frame  of  mind,  was  looking  forward  to  another  repetition  of  the  incision,  when 
the  oonditiou  of  a  tooth  led  her  to  consult  Dr.  Briggs,  a  dentist  in  whom  she 
had  confidence.  This  was  a  fortunate  incident,  for  Dr.  Briggs  assured  her 
that  the  throat  was  seriously  affected  and  required  radical  treatment  to  reach 
the  cause  of  the  recurrent  disorder  in  the  ear.  At  his  solicitation  she  came 
to  my  office  uiion  September  30,  1916. 

At  that  time  in  addition  to  mental  and  physical  depression,  the  patient  was 
suffering  from  a  rasping  cough  and  her  throat  was  sore,  though  not  actually 
painful.  Her  chief  discomfort  was  in  the  right  ear,  where  there  was  a  sensa- 
tion of  tension  and  stuffiness  and  she  ^as  strongly  impressed  with  the  notion 
that  the  tinie  had  come  for  another  cutting  of  this  much-incised  organ.  Tests 
of  the  hearing  showed  that  it  was  decidedly  impaired  upon  the  right  side  and 
they  also  localized  the  trouble  in  the  middle  ear.  Examination  with  the  aural 
speculum  indicated  that  there  was  considerable  liquid  in  the  right  tympanic 
cavity,  escape  being  prevented  by  occlusion  of  the  Eustachian  tube  on  that 
side. 

The  anterior  view  of  the  fauces  showed,  at  the  first  glance  that  the  soft 
palate  was  in  a  very  abnormal  condition.  It  was  distorted  by  some  internal 
jiressure  causing  it  to  bulge  forward.  The  quinsy  points  were  conspicuous  and^ 
showing  through  the  mucous  membrane,  were  small  nodules  pale  in  color,  firm 
and  hard,  but  not  tender  under  the  touch.  The  postnasal  mirror  showed  a 
small  chink  behind  the  soft  palate  on  the  left  side;  but  the  right  was  filled  up 
by  a  swelling  projecting  from  the  soft  palate  into  the  nasopharynx  and  pre- 
venting the  finger  from  entering  the  postnasal  space.  This  adventitious 
structure  was  firm  and  gave  no  sign  of  inflammation.  Neither  of  the 
Eustachian  eminences  could  be  seen;  inflation  by  the  Politzer  method  succeeded 
on  the  left  side,  but  failed  on  the  right.  The  eustachian  catheter  passed 
readily  along  the  nasal  floor  but,  when  its  beak  reached  the  soft  palate,  it  met 
an  obstruction  and  could  not  be  advanced  further  nor  could  it  be  rotated. 

These  examinations  proved  that  a  tumor  of  considerable  size  was  imbedded 
in  the  soft  jialate  and  from  the  signs  given  to  sight  and  touch,  combined  with 
clinical  history,  I  came  to  the  conclusion  that  it  was  a  chondroma,  a  judgment 
which  was  corroborated  by  the  laboratory  tests  made  subsequently.  I  informed 
the  patient  of  what  had  been  found,  telling  her  frankly  and  firmly  that  the 
1  est  treatment,  indeed  the  only  proper  treatment,  was  the  entire  removal  of 
the  tumor:  that  this  course  would  give  her  good  prospect  of  recovery;  but  that 
partial,  half-way  measures  would  be  of  no  advantage.  She  took  a  sensible 
view  of  the  matter  and  agreed  to  a  prompt  operation. 

Just  here  let  me  say  that  I  claim  no  credit  for  recognizing  this  neoplasm. 
It  was  in  an  accessible  locality  and  could  be  distinctly  seen  by  pharyngoscopy. 
Any  physician  should  have  made  himself  familiar  with  its  chief  features  upon 
his  first  inspection  of  the  throat.  The  puzzling  questions  are  why  one  special- 
ist never  looked  for  it  and  why  another,  after  seeing  it,  told  the  patient  that 
he  did  not  know  what  it  was  and  considered  it  best  to  let  it  alone. 

Two  days  later,  October  2,  1916,  the  operation  was  performed  under  general 
anesthesia  induced  by  ether.  The  right  tonsil,  which  was  somewhat  morbid, 
was  enucleated  and  the  wound  enlarged  until  it  reached  the  level  of  the  upper 
margin  of  the  chondroma.  This  was  then  dissected  out.  When  its  attach- 
ments had  been  severed,  it  was  seen  to  have  a  nodular  structure  and  came 
away  in  three  pieces.     Taken  together  these  three  weighed  a  little  more  than 
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an  ounce.  Bleeding  was  controlled  by  pressure  and  the  post  operative  condition 
was  normal. 

The  patient  had  a  rapid  convalescence.  Although  the  right  ear  received  no 
topical  treatment,  hearing  became  absolutely  normal  in  48  hours.  The  cough 
showed  prompt  improvement  and  in  ten  days  ceased  entirely.  Healing  was 
complete  upon  the  sixteenth  day :  there  remained  no  disability  of  any  descrip- 
tion. 

Five  mouths  have  now  elapsed  since  the  operation  and  no  morbid  sequels 
have  appeared.  I  saw  the  patient  within  a  week  and  she  was  in  excellent 
health  and  spirits.  There  can  be  no  doubt  that  the  chondroma  was  the  cause 
of  all  the  varied  symptoms  from  which  she  suffered  during  six  years  and  whose 
persistence  threatened  to  bring  her  to  invalidism. 

I  have  given  the  liistory  of  tliis  case  thinking  that  it  may  prove 
both  a  caution  and  an  incentive.  "We  are  all  liable  to  err  and  if 
oversights,  siicli  as  those  narrated  are  frankly  criticised,  this  is 
not  done  Avitli  a  purpose  to  humiliate  our  colleagues,  who  appear 
to  have  been  at  fault ;  but  in  the  hope  that  all  of  ils  may  be 
stimulated  to  renewed  appreciation  of  the  importance  of  thorough- 
ness in  search  for  causation. 

Only  by  making  a  correct  diagnosis  and  directing  our  treatment 
to  the  radical  removal  of  the  cause  of  disease  can  we  cio  our  full 
duty  to  our  patients  and  attain  that  high  professional  ideal,  whicli 
combines  wide  knowledge  of  medical  science  with  expert  ])r()- 
ficiency  in  the  honored  specialty,  whicli  is  our  choseu  vocation. 

Disc.rssiox. 

Dr.  CoHin:  The  doctor  states  that  these  cases  are  not  uucomnioii, 
liut  1  rather  feel  thai  they  are.  Personally  I  have  seen  this  'Oiulition 
once.  I  think  men  are  fairly  excusable  for  not  making  a  diagnosis  at 
first.  In  not  making  a  diagnosis  at  all  they  are  not  excusable.  The 
case  that  I  saw  had  been  brought  to  me  for  consultation  by  a  man  who 
had  been  working  in  laryngology  almost  as  long  as  I  had.  He  had  this 
growth  exactly  as  Dr.  Gile  describes  it.  I  had  not  heard  Dr.  Kyle's 
paper.  I  could  not  make  a  diagnosis  at  the  time,  but  I  did  before  the 
patient  got  away.  I  practically  went  at  it  as  though  I  was  to  remove  a 
tonsil,  and  came  across  a  growth  into  which  1  could  poke  a  separator. 
1  scooped  it  out  until  I  got  soft  tissue  all  about. 

Dr.  (iile.  In  reply  to  question:  I  made  my  diagnosis  with  the  aid 
of  my  memory  of  a  paper  and  specimens  that  1  saw  iiresenled  hy  Dr. 
Kyle  at  the  College  of  Physicians.  The  tumor  in  my  case  was  hard 
and  nodular,  but  not  painful.  .\s  I  had  gone  carefully  over  the  diag- 
nosis I  concluded  this  was  a  chondroma. 

(Replying  to  Dr.  Worthington) :  When  the  patient  opened  the 
mouth  the  tumor  was  exactly  where  a  quinsy  points.  When  I  operated 
I  put  my  finger  in  the  post-nasal  space  and  came  to  the  conclusion, 
with  the  aid  of  the  mirror,  that  the  chondroma  had  split  the  soft 
palate  and  forced  the  nasopharyngeal  wall  of  the  soft  palate  up  agains; 
the  eustachian  tube.  It  had  a  mucous  membrane  surface  anteriorly 
and  posteriorly. 
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(Replying  to  Dr.  Cohen):  The  firmest  attachment  of  the  tumor 
seemed  to  be  the  submaxillary  angle  of  the  jaw.  After  the  operation 
1  was  not  able  to  satisfy  myself  exactly  on  this  point.  It  seemed  that 
the  region  of  the  sphenoid  bone  was  flattened.  It  did  not  spring  from 
the  eustachian  tube. 


:\I1LIAKY  TlBKRCrLOSIS  SIMULATING  FIKST,  FKONTAL 
SINUS  INFLA.MJIATION  AND  SECONDLY,  A  BRAIN 
LESION. 

By  GEORGE  L.   RICHARD.S,   il.    IJ.,  Fall  Rivi  r,   Mass. 

The  following  ease  is  of  interest  as  showing  how  misleading 
the  apparent  symptomatology  may  be  and  liow  necessary  a  care- 
ful 2^hysieal  examination  is  in  all  doubtful  cases  and  even  in 
many  of  those  which  on  first  examination  seem  to  be  reasonably 
clear  as  to  diagnosis. 

Patient  J.  ^I.,  age  25,  Portuguese,  weaver.  Came  into  my  office 
late  on  the  evening  of  Thursday,  December  21st,  1916,  complain- 
ing of  a  severe  headache  over  both  eyes  Init  very  much  worse  over 
the  right,  of  two  weeks  duration. 

He  had  previously  consulted  a  reputalile  general  physician  who 
had  been  unable  to  locate  his  trouble,  and  thinking  it  might  be  an 
involvement  of  the  frontal  sinus,  referred  him  to  me. 

The  patient  spoke  English  very  poorly,  as  did  also  the  friend 
■who  accompanied  him,  lience,  about  the  only  definite  knowledge 
we  could  gather  was  pain  in  the  region  of  the  frontal  sinus  and 
supraorbital  area. 

Transillumination  showed  all  tlic  sinuses  clear.  Fundus  exam- 
ination showed  a  very  slight  papillitis  on  the  right  side,  nothing 
on  the  left,  no  nasal  discharge.  Blood  pressure  130.  Tempera- 
ture lOdi/L'"-  Urine  a  slight  amount  of  altnimeu,  a  few  blood 
cells  but  no  ca.sts. 

He  was  given  local  treatment,  a  cathartic  and  aspirin,  sent 
home  and  advised  to  return  Saturday  afternoon  and  was  re- 
quested to  com(>  early  in  tlie  day  and  In-iiig  an  interpreter  with 
iiiin. 

Saturday  he  returned,  but  again  very  late  in  the  afternoon  be- 
cause the  interpreter  could  not  leave  his  own  work  earlier.  The 
patient  now  looked  very  ill  indeed,  in  fact  too  ill  to  pay  attention 
to  any  questions  put  to  him.  The  intei-preter  stated  that  he  had 
been  growing  rapidly  worse  untilthe  pain  in  his  head  was  very 
excruciating.  Nothing  he  had  been  able  to  do  or  take  had  in  any 
M-ay  relieved  his  .symptoms.  "\Ve  were  told  that  the  man  had 
lived  in  this  country  two  years,  and  had  never  been  ill  up  to  two 
weeks   previous,   when    the   present    attack    came    on.      The    oulv 
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symptoms  then  or  at  any  time  since  had  been  frontal  headaches. 
(Just  how  much  reliance  could  be  placed  upon  this  history  is 
doubtful,  as  at  no  time  did  the  man  seem  to  realize  or  understand 
much  of  what  was  being  asked  him  by  the  interpreter,  and  liis 
cerebration  seemed  slow  from  the  very  first  i. 

A  cab  was  called  and  he  was  sent  to  the  Union  Hospital.  The 
next  day,  Sunday,  he  was  worse,  still  complaining  of  "pisa," 
Portuguese  word  for  pain,  and  pointing  to  his  forehead.  Traus- 
ilhnuinations  were  still  negative  as  were  also  the  X-ray  plates. 
He  was  really  too  restless  to  allow  of  a  good  X-ray  plate.  All 
symptoms  seemed  to  indicate  frontal  sinus  pressure,  and  in  tlie 
hope  that  with  the  release  of  air  pressure  or  perhaps  pus.  the 
patient  might  i-eceive  some  comfort,  he  was  taken  to  the  operat- 
ing room  Sunday  evening  and  uniler  local  anesthesia  the  right 
frontal  was  opened  intranasally.  The  results  were  negative  ex- 
cept for  a  few  hours  lessened  ])aiu  due  probably  to  the  cocain. 

The  next  morning,  ilouday,  the  i)aiu  bad  returned  with  its 
usual  intensity  and  t!ie  man  began  to  become  markedly  comatose. 
Upon  entering  the  hospital  the  lilood  sliowed  a  leucocyte  count 
of  8.000,  differential  count  was  normal,  the  third  day  the  white 
count  was  16,000.  and  on  the  fifth  day,  again  8.000.  Wassermann 
was  negative.  Widal  negative.  Noguchi  positive.  Spinal  fluid 
ncgatixe  on  pressure  and  a  microscopical  examination  and  a  cul- 
ture of  this  were  also  negative.  The  AYassernmnn  was  done  on 
the  blood  and  the  Noguchi  on  the  spinal  fluid. 

The  radial  pulse  was  slow  at  all  times,  the  cardiac  pulse  l)eing 
Ml)out  twiee  that  of  the  wrist.  He  was  very  restless  anil  got  out 
of  bed  and  passed  his  urine  on  the  floor. 

Tlie  medical  men  of  the  hospital  as  well  as  the  neiu-ologisl 
went  o\er  the  patient  thoroughly  and  repeatedly,  all  agreeing 
that  the  trouble  must  be  some  form  of  intracranial  pressure.  In 
view  of  many  of  tiie  symptoms  to  wit :  insomnia,  severe  localized 
headaches,  increasing  at  the  close  of  the  day,  slow  pulse,  decid- 
edly slow,  difficult  cerebration  with  periods  of  intelligence,  very 
sick  expression,  slight  papillitis,  involuntary  urination,  etc.,  the 
above  diagnosis  could  not  be  entirely  ruled  out,  but  in  considera- 
tion of  the  negative  findings  such  as  negative  ear  findings,  no 
history  of  exer  having  had  any  ear  ti'onble,  at  no  time  vomit- 
ing or  nausea,  slight  fever,  moderate  pulse,  irritability  only 
when  actually  touched,  no  paresis  of  either  upper  or  lower  ex- 
tremities, asked  to  squeeze  the  hand,  he  would  hesitate  for  a 
minute    or   two    and    then    perform    the    act    with    considerable 
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sTi'iMiirtli.  no  iiiusclo  .si>asiii.  no  motor  oi-uli  paralysis,  no  ptosis,  no 
juipillary  diauges,  in  fact  no  local  motor  or  sensoi'v  paral.ysis : 
a  definite  cerebral  diagrnosi.s  .seemed  impossible.  I  did  not,  there- 
fore, feel  jnstified  in  making  an  exploratory  intracranial  opera- 
tion althongh  permission  for  such  had  been  obtained.  I  did  not, 
however,  feel  comfortable  at  having  done  only  an  intranasal  open- 
ing of  the  frontal  sinus  as  the  pain  at  all  times  ■was  in  this  region, 
so  he  was  again  taken  to  the  o]ierating  room  and  under  general 
anesthesia  his  frontal  sinus  was  ojieued  externally.  A  perfectly 
normal  sinus  was  found,  no  exudate,  no  inflammation,  no  polyps. 
There  seemed  to  he  nothing  else  to  do  hut  to  await  results. 
Patient  died  the  following  morning. 

Aufop.sy  showed  the  following: — 

ISrain,  no  adhesions  of  the  dura  to  the  bone,  no  depression,  no 
general  blood  extravasation,  no  exostosis  or  fractures,  no  acute  in- 
flammatory lesions.  I  say  acute  because  over  the  right  painetal 
lobe  there  was  an  area  about  the  size  of  a  dollar  which  showed 
an  exudate  resembling  pus  but  on  the  incision  of  the  membranes 
through  this  area,  it  was  found  not  to  be  pus  but  a  cheesy  tuber- 
cidar  like  deposit.  On  making  an  im-ision  tlirougli  the  brain  sub- 
stance half  an  inch  below  this  arivi  there  was  found  a  small 
spot  about  the  size  of  a  silver  quarter  which  looked  niicro- 
seopically  very  much  like  a  small  hemorrhage.  Sections  of  this 
area  did  not  i>rove  a  hemorrhage  but  rather  a  chronic  process 
marked  l)y  round  cell  inliltration  almost  entirely  free  from  poly- 
morphonuclears. This  was  alisolutdy  tlie  only  abnormal  finding 
in  the  brain  exci'pt  that  the  entire  brain  s\ibstance  seemed  slightly 
softer  than  usual. 

Chest,  Lungs.  Left  pleura  was  markedly  adherent  to  the  chest 
wall.  The  lung  sulistancc  showed  numerous  miliary  tubercles 
small  and  irregular  iu  shape  and  distributed  throughout  the  en- 
tire lung.  There  was  scarcely  an  area  the  size  of  a  finger  tip  that 
did  not  show  these  tubercles.  Right  lung,  pleura  not  adherent 
but  the  lung  substance  showed  many  tubercles  espeeiall.v  in  the 
upper  and  lower  j^ortious.  Sections  of  the  lung  showed  multiple 
tubercles  which  had  largely  replaced  the  air  ve.sieles,  the  walls 
of  which  Were  obliterated.  The  centers  showed  large  areas  of 
coagulation  and  necrosis.  Outside  of  this  was  a  zone  of  organized 
tubercular  tissue,  the  surrounding  air  vesicles  showed  cellular 
exudate. 
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Kidneys.  The  capsule  stripped  readily,  ilieroscopical  section 
.showed  cousiderable  hemorrhage  iuto  the  g-lomernli,  tubes  and 
interstitial  tissue,  acute  congestion  but  no  tubercles. 

The  heart,  liver,  intestines,  and  spleen  were  negative. 

The  man  evidently  died  of  miliary  tuberculosis  of  lungs  and 
probably  of  the  meninges  as  well  as  it  is  more  than  likely  that 
there  were  miliary  tubercles  in  the  pia.  These  ai'e  difficult  to 
determine  unless  the  membrane  can  be  held  up  to  the  light  when 
they  appear  as  little  dots.  If  postmortems  were  held  on  more  of 
our  ca.ses,  I  wonder  if  in  many  instances  the  death  certificate  might 
not  be  changed  or  at  least  modified. 

DISCUSSION. 

Dr.  Kaj-letoii,  Newark,  N.  .).:  I  want  to  speak  t)ecause  Dr.  Kicharrts 
spoke  as  if  there  was  notliing  found  to  account  for  the  symptoms.  We 
have  found  that  tuljercular  meningitis  is  very  deceptive.  There  may  be 
no  sugge.stive  apiiearance,  but  if  you  will  take  the  pararachnoid  and  hold 
•it  up  to  the  light  you  will  see  numerous  tubercular  spots.  Many  deaths 
from  tubercular  meningitis  have  not  been  recognized  even  at  post  mor- 
tem because  of  the  failure  to  recognize  that  miliary  tubercle  may  be 
scattered  through  the  pia,  and  not  recognized  by  the  naked  eye.  If 
the  part  is  torn  loose  and  held  up  to  the  light  it  is  easy  to  see  the  little 
spots.  These  occur  generally  around  the  base.  There  is  anothei'  path- 
ological condition  that  occurs  in  life  but  is  not  found  at  death.  It 
you  make  a  large  bone-flap  over  a  man's  skull — a  man  that  has  been 
suffering  from  mental  disturbances — you  will  find,  during  life,  that 
the  pia  arachnoid  is  full  of  a  little  fluid  looking  like  scales  of  fish. 
This  can  be  evacuated  b>-  touching  with  a  needle,  and  a  large  amount 
of  the  fluid  comes  out.  But  after  the  man  dies  nothing  is  to  be  found 
at  post  mortem.  The  fluid  has  gone  back  into  the  lymphatic  space  and 
the  appearances  are  normal.  So  I  should  say  that  Dr.  Richards'  case 
probably  had  fine  miliary  tubercles  that  would  irritate  the  trigeminal, 
and  possibly  had  an  accumulation  of  cerebrospinal  fluid  irritating  this 
space — that  would  not  be  discovered  post  mortem. 

l>r.  Worthiiioton,  Baltimore,  Md.:  I  will  tell  you  of  a  sad  case  that 
occurred  to  me  once.  Some  years  ago  I  removed  the  tonsils  from  a 
young  man,  a  dentist.  He  stated  that  his  "colds"  were  so  constant  as 
to  interfere  with  his  practice.  His  lungs  were  gone  over  well  and  he 
went  through  the  routine  examination,  with  negative  results.  The 
operation  was  uneventful.  The  next  morning  I  found  him  sitting  up  in 
bed  and  wishing  to  go  home.  I  advised  him  to  stay  until  afternoon. 
His  lips  looked  a  little  blue  but  he  had  no  cough,  or  other  siiggestive 
symptoms.  1  advised  him  to  stay  until  the  next  morning,  and  he  con- 
sented reluctantly.  That  evening  I  was  called  to  the  hospital  to  see 
him.  He  was  sitting  up  in  bed,  his  lips  were  cjuite  blue.  I  ordered 
oxygen,  and  this  cleared  up.  After  that  he  rapidly  grew  worse.  I  had 
several  men  to  see  him,  but  there  were  no  indications  of  pneumonia, 
although  there  was  a  slight  suVjcrepitant  rale  on  expiration,  over  several 
areas  in  the  lung.  In  a  few  hours  he  began  to  expectorate  freely  and 
the  exiiectoration  contained  myriads  of  tubercle  bacilli.  The  man  died 
of  a  miliary  tuberculosis  that  had  been  latent,  although  everything  had 
been  done  to  exclude  it. 

Dr.  Matthews.  Rochester,  Minn.:  It  has  been  oiir  experience  lately 
that  the  people  themselves  want  autopsies.  We  find  that  the  more  we 
get  the  more  the  people  want.     The  public  are  getting  so  that  they  ask 
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for  the  autopsy  of  their  own  accord.     I  think  it  is  desired  in  90  per  cent. 
of  the  private  cases. 

I>r.  IJlchar<l.s,  closing:  I  think  we  did  see  a  few  tubercles  beside 
one  of  the  Assures.  Another  thing  is  the  fact  that  you  do  miss  the 
miliary  tubercles  after  physical  examination.  I  do  not  recall  that  this 
patient  coughed  at  all.  I  reported  this  case  for  the  same  reason  that 
I  wish  to  congratulate  Dr.  Worthington  on  his;  because  it  is  finished, 
and  so  much  of  the  time  you  must  know  the  finish  of  the  case  to  come 
to  a  definite  decision.  We  should  do  in  our  hospitals  what  I  under- 
stand Dr.  Matthews  does  in  his:  ask  for  autopsy  in  every  case,  not 
for  the  benefit  of  the  doctor  but  for  the  benefit  of  the  people,  for  the 
relatives.  Such  knowledge  is  necessary  for  life  insurance,  and  for 
other  important  reasons.  If  we  could  only  impress  it  upon  the  rela- 
tives that  such  investigation  is  for  their  benefit:  not  ours,  then  au- 
topsies would   be  more  frequent   and  o\ir  knowledge  more  accurate. 
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EXTENSION   INTO  THE   POSTNASAL  FOSSA.     REPORT 
OF  A  ("ASL. 

l;,\    'nil  iMAS  CIIIOW    \\i  i|;'l'lllXi;'ri)N.  M.   D.,   r.aUimi>i'e,  Mil. 

TliiTc  is  lillli'  l<iio\vii  as  l<)  till'  etiology  of  nasal  liliroiiia.  This 
pai-ticiilar  fonii  of  nasal  or  nasopharyngeal  tumor  is  more 
fi'c(|iu'nt  aiiioni;-  males:  -with  comparatively  few  exceptions  it  is 
coiilined  to  youth  and  early  adult  life.  As  the  name  iraplie.s, 
lilii-oma  is  "a  tumor  composed  mainly  of  fihrous  or  fully  developed 
connective  tissue."'     (Dorlaud). 

Boswortli^  says:  "Perhaps  no  form  of  neoplasm  develops  and 
s])reads  with  a  more  nurelenting  progress  than  a  fibroma;  neither 
tissue,  cartilage  nor  bone  seems  to  otfer  the  slightest  hindrance  to 
its  growth." — On  account  of  its  location  and  its  nearness 
to  vital  ]>arts,  a  tibroma  of  the  nose  will  eventually  prove  fatal, 
unless  sub.jected  to  successful  operative  interference." 

According  to  Price-Brown-  of  Toronto  :  "The  relentless  growtli 
of  tibroma  is  one  of  its  characteristics,  and  in  this  it  resembles 
sarcoma. 

The  more  irregnlar  contour  with  the  presence  of  greater  pain 
and  a  larger  amount  of  surface  slonghing  should  distinguish  the 
latter;  but  it  will  require  microscopical  examination  to  complete 
the  diagnosis. — Without  successful  operation  the  result  will 
always  be  unfavorable, — a  fatal  result  is  inevitable." 

Parker'  of  London  states:  "The  symptoms  are  gradually 
increasing  nasal  obstruction,  mucopurulent  and  later  purulent 
and  blood  stained  discharge,  attacks  of  severe  epistaxis,  a  slowly 
progressing  deformity  of  the  nose  and  face,  headache,  anosmia, 
and  deafness. — In  appearance  the  surface  of  the  gi'owth  is  smooth 
and  red,  hut  often  coarsely  lohuhited.  It  is  hard  and  immovable 
and  highl,v  resistent  to  pressure  with  a  probe. — If  left  alone  it 
causes  death  li.\-  exhaustion,  or  cncroaclnuent  on  vital  structures. 
— The  onl.v  successful  treatment  is  the  complete  removal  of  the 
growth,  the  exact  methed  of  accomplishing  which  will  depend  on 
its  size  and  attachments." 

1.  Disea.ses  of  the  Nose  and  Throat,   1S97,   p.   227. 

2.  Di.seases  of  tl)e   Nose   and  Throat,   1900,  p.    129. 

3.  Diseases  of  the  Nose   and  Throat.  1906,   p.   369. 
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In  the  recent  work  of  Wright  and  .Smitli'  we  find  the  follow 
ing:  "Personally  Dr.  Wright  has  seen  only  two  or  three  growths, 
in  twenty  years'  experience  largely  devoted  to  histological  work, 
which  he  has  been  disposed  to  call  fibroma  of  the  nasal  chambers 
proper.  Sueli  purely  intranasal  growths  as  show  little  or  nothing, 
but  dense  wavy  fibers  of  connective  tissue  with  sparse  nuclei  or 
cellular  elements,  and  scanty  blood  vessels  are  exceedingly  rare; 
round,  smooth,  hard,  their  density  is  such  as  to  distinguish  them 
from  the  usual  nasal  growth ;  their  base  of  attachment  is  usually 
a  more  or  less  constricted  one ;  their  removal  is  usually  not  fol- 
lowed by  recurrence." 

J.  Bland-Sutton''  says:  •"Fibromata  or  tumors  composed  of 
fibrous  tissue  were  regarded  as  common,  but  careful  histological 
research  has  shown  them  to  be  very  rare." 

The  abstracts  which  I  have  just  read,  have  been  taken  from  well 
known  authors  and  definitely  indicate  the  following  opinions ;  that 
true  fibroma  is  a  rare  form  of  nasal  growth,  and  that  sooner  or 
later  na.sal  or  nasopharyngeal  fibroma  will  become  incompatible 
with  life,  either  from  pressure  on  important  structures,  or  from 
the  exhaustion  of  hemorrhage  incident  to  this  disease.  It  is  a 
clinically  established  fact,  that  with  few  exceptions  fibroma  of  the 
nose,  the  nasopharynx,  or  both  is  sessile;  its  base  of  attachment  is 
broad;  when  pedunculated  the  cjuestion  as  to  whether  it  is  true 
fibroma  is  in  doubt  until  verified  by  the  microscope.  The  treat- 
ment of  nasal  fibroma  is  surgical,  whether  by  the  knife,  forceps, 
snare,  cautery,  or  by  the  in.jection  of  destructive  chemicals.  The 
application  of  radium  and  of  the  X-ray  have  as  yet  been  limited. 
The  position  of  the  tumor  near  important  structures,  its  density, 
broad  attachments  and  vascular  environment  make  strong  efforts 
at  evulsion  dangerous  in  the  extreme,  yet  this  danger  is  not  nearly 
so  great  as  that  resulting  from  the  severe  and  exhausting  hemorr- 
hages which  sooner  or  later  will  occur;  but  which  rapidly  super- 
vene on  surgical  interference  with  these  fibrous  tiunors.  The 
prognosis  is  bad  in  proportion  to  the  size  and  attachments  of  the 
tumor;  that  the  ingenuity  of  the  surgeon  is  often  severely  taxed, 
I  found  to  be  true  in  the  case  which  I  now  desire  to  report : 

R.  C,  white,  aged  16  j'ears,  was  referred  by  Dr.  J.  E.  Bromwell  of  Mt.  Airy, 
Md.,  June  17th,  1902. 

History.  He  does  not  remember  ever  having  breathed  well  through  his  nose. 
For  about  one  year  the  left  side  of  the  nose  had  been  entirely  closed;  very 
little  air  passes  through  the  right  side  and  then  only  at  times.     There  is  dilli- 

4.  Diseases  of  the  N'ose  and  Throat  by  Wrigrht  ami  Smith,   1914.   p.  247. 

5.  Tumours  Innocent  and  MaUgnant,   1906,   p.   o"J. 
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eulty  iu  s«allo«ing.  There  is  a  confused  feoliii};  in  the  head.  He  cannot 
think  well. 

F.xominutioii  id  office.  Present  condition  and  descrix)tion  of  the  nasal  growth: 
The  right  nasal  chamber  is  very  narrow;  this  is  caused  hy  pressure  on  the 
septum  from  the  mass  in  the  left  nasal  chamber.  Anteriorly  the  fibroma  fills 
the  left  nasal  chamber  completely,  and  protrudes  from  the  vestibule  of  the 
nose.  The  external  nasal  wall  and  the  septum  are  eroded.  The  inferior  turbinal 
body  has  been  destroyed.  The  appearance  of  the  growth  is  a  grayish  pink; 
it  is  firm  to  the  touch  and  immovable.  Xo  air  passes  through  the  left  side  of 
the  nose  even  with  the  greatest  effort,  and  very  little  air  passes  through  the 
right  side.  Posteriorly  the  left  choanal  opening  is  sealed;  the  growth  extends 
from  the  roof  of  the  postnasal  fossa  of  the  left  side  to  the  palatal  floor,  and 
across  to  the  right  side:  in  a  pyramidal  form  it  arises  from  the  floor  of  the 
fossa  and  partly  closes  the  right  choanal  opening. 

Subsequent  operative  measures  showed:  that  the  fibroma  was  attached  broadly 
to  the  body  of  the  sphenoid,  including  the  sphenoidal  sinus  which  had  been 


Figr.   1.     June  17,   1'J02.  before  operation, 
completely   obliterated,    and    that    the   ethmoidal   labyrinth   had    been    greatly 
destroyed. 

The  following  examinations  and  subsequent  operations,  were  made  at  the 
Baltimore  Eye,  Ear  and  Throat  Hospital: 

June  18th,  1902 — Examination  und^r  cocain  and  adrenalin.  Xo  impression 
could  be  made  on  the  gwiwth  either  anteriorly  or  posteriorly.  Even  with 
slight   eftort  at  examination   bleeiling  was  profuse  but   was  easily  controlled. 

July  12th,  1902 — First  operation  under  general  anesthesia.  In  order  to 
guard  against  excessive  hemorrhage  incident  to  operation,  I  made  use  of 
Bernays '  large  aseptic  sponge  in  the  following  manner :  Linen  tape  was  fastened 
to  the  sponge  through  two  openings  made  in  the  center  of  the  disc,  and  after 
the  patient  was  asleep  the  ends  of  the  tape  were  carried  up  through  the  right 
side  of  the  nose,  and  given  in  charge  of  an  assistant.  The  Bernays '  sponge 
was  kept  well  out  of  the  mouth  and  protected  by  the  assistant.  The  instant 
it  became  necessary  to  stop  the  hemorrhage  the  sponge  was  pushed  up  into  the 
postnasal  fossa  and  by  drawing  forcibly  on  the  tape  the  fossa  was  tightly 
closed.  The  pressure  was  equalized  by  the  swelling  of  the  sponge;  thus  im- 
mediately checking  all  bleeding  posteriorly.     Anteriorl}-  the  hemorrhage  was 
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controlled  by  llie  usual  methods.  There  was  no  postoperative  hemorrhage  at 
any  time. 

The  snare  could  not  be  used  either  anteriorly  or  posteriorly. 

Cutting  or  evulsion  forceps  made  no  impression  on  the  growth.  I  made  use 
of  Asch  's  gouge  within  the  nose  in  the  effort  to  break  through  or  to  loosen 
the  growth  from  its  attar-hnients;  afiparently  with  some  eflftect,  but  in  a  very 
few  minutes  nuich  blood  was  lost  and  it  quickly  became  necessary  to  tampon 
tightly. 

July  20th,  1902 — A  stream  of  water  coidd  be  forced  through  the  left  nasal 
cavity,  but  no  air  could  be  forced  through  the  nose  by  the  jiatient.  The  growth 
in  the  nasal  passage  was  apparently  smaller  than  at  the  time  of  the  oijeratiou 
on  July  ]2th;  the  growth  was  not  so  full  in  appearance  and  viewed  in  the 
postnasal  mirror  several  irregular  openings  could  lie  seen.  At  this  examina- 
tion July  20th,  a  partially  detached  piece  of  the  fibi-oma  was  removed  by 
evulsion,  through  the  postnasal  fossa.  A  microscopical  section  of  this  piece  was 
made.  The  boy's  breathing  was  still  so  unsatisfactory,  that  he  was  anxious 
for  another  operation. 


Fig:.    2.      After   September   IS,    1902. 

July  29th,  1902 — Second  operation  under  general  anesthesia.  The  growth 
was  still  so  adherent  and  unyielding  that  I  hesitated  to  use  the  force  necessary 
for  evulsion.  With  long  specially  made  transfixing  needles  I  endeavored  to 
engage  a  part  of  the  growth  with  the  snare,  but  \vith  no  success 

A  Bosworth  saw  was  then  forced  through  the  left  side  of  the  nose  and  into 
the  postnasal  fossa,  and  with  a  finger  in  the  fossa  as  a  guide,  I  endeavored 
to  saw  through  or  ream  out  the  growth ;  but  on  account  of  profuse  bleeding 
it  was  again  necessary  to  tampon  as  before.  After  the  tampon  was  removed 
and  in  order  to  retain  the  opening  made,  and  for  the  purpose  of  exerting 
pressure  on  the  growth,  a  rubber  obturator  fashioned  from  a  jiiece  of  thick 
gray  rubber,  was  now  passed  forcibly  through  the  nose,  and  well  back  into 
the  nasopharynx;  this  was  worn  for  two  ^veeks.  It  was  removeil  only  for 
cleansing  purposes  during  this  time. 

Sept.  17th,  1902 — There  was  less  growth  in  the  nasal  chamber  except  about 
the  sphenoidal  region  where  the  fibroma  w  as  still  ijrominent ;  the  size  of  the 
growth  in  the  postnasal  fossa  was  also  less,  and  the  mirror  showed  several 
large  openings  into  the  nose. 
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Sept.  ]8th,  1902 — Third  operation  under  general  anesthesia;  again  the  snare 
eould  not  be  made  use  of,  the  toughness  and  smoothness  of  the  growth  was 
such  that  no  piere  could  be  caught  and  held  within  the  loop  of  wire;  therefore 
alternating  with  Beckman's  scissors  and  Seller's  knife  jiassed  in  through  the 
nose,  I  endeavored  to  destroy  the  growth  within  the  nose  and  around  the  choanal 
opening  as  much  and  as  quicklj'  as  possible;  this  was  followed  by  rapid  evul- 
sion with  forceps  used  both  anteriorly  and  posteriorly;  by  this  method  several 
large  pieces  of  the  growth  were  removed.  This  required  only  a  few  moments, 
lint  bleeding  was  severe  and  th<'  nose  and  nasupliarynx  were  agjiiu  taiii|iiinod 
tightly. 

After  the  third  operation  on  Sept.  18th,  1901!.  the  nasal  breathing  was  clear; 
about  the  outer  margin  of  the  left  choana  and  around  the  floor,  only  an  irreg- 
ular rim  of  the  growth  could  be  seen,  the  growth  in  the  lower  part  of  the  right 
choana  was  also  much  smaller;  the  sphenoidal  body  was  yet  well  covered  with 
the  growth  but  to  a  much  less  extent  then  before  the  last  operation. 

On  Dec.  .^)rd,  1902,  I  noticed  a  slight  increase  in  size  of  the  growth  sibout 
the  sphenoidal  body  extending  to  the  outer  wall  of  the  left  nasal  chamlier; 


Fig.    3.      January    20,    1!I01 


the  patient  had  lost  much  blood  and  he  was  very  anemic;  he  was  in  no  condi- 
tion for  further  operative  measures  at  this  time;  on  this  date  I  therefore  made 
two  injections  into  the  growth  of  a  saturated  solution  of  zinc  chloride  (lOm- 
each)  ;  this  produced  a  slough,  and  for  a  week  or  more  caused  se\'ere  pain. 
This  treatment  seemed  to  have  impaired  the  nutrition  of  the  growth  temporarily, 
but  in  size  it  soon  assumed  the  same  proportions  as  before  the  in.iections. 

Between  January  1903  and  March  1903,  I  made  several  injections  into  the 
growth;  alternating  with  trichloracetic  acid,  and  with  crystallized  carbolic  acid; 
the  reaction  from  these  injections  including  pain,  stiffness  of  the  jaws  and 
neck,  and  with  an  offensive  slough,  was  out  of  proportion  to  the  diminution  in 
si?e  of  the  growth.  On  August  18th,  1903  there  was  a  marked  increase  in  size 
of  the  growth  about  the  sphenoidal  body  and  downward  into  the  nose.  The 
patient  had  not  yet  recovered  his  strength  from  previous  operations;  Dr. 
Christian  Deetjen  by  my  request  now  used  the  X-ray  on  the  growth,  applying 
the  ray  through  a  tube  in  the  nose;  after  four  exposures  the  growth  was  not 
so  plump  or  full  as  before  and  it  was  much  paler;  under  the  continuation  of 
this  treatment  the  fibroma  gradually  disappeared,  and  on  January  20th,  1904,  no 
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jjiciHtli  :v;is  jierfejitible  in  tlie  iiuse'or  in  tli<'  |iijstii:isal  fiissn.  A  yonv  latrr 
on  the  jiatieiit  was  again  exaniiiii'd  ainl  sluiwod  no  sifjn  iif  tlie  yrowtli;  lie  was 
then  in  robust  health. 

After  a  Jieriod  of  ten  years  from  the  time  of  disapiiearance  of  the  growth 
(March  1914);  the  patient  came  to  see  nie;  tlie  nose  was  still  clear  and  there 
was  no  evidence  of  the  fibroma:  but  he  was  ill;  his  legs  were  edematous;  he 
had  recently  contracted  sjqihillis,  and  had  been  a  very  heavy  drinker  for  sev- 
eral years.  A  few  weeks  later  his  mother  informed  me  that  her  sou  had  died 
from  disease  of  the  kidneys,  at  the  age  of  28. 

Dr.   Standis'i   MrCliMiv,   I'rofeSKor  of  Patholog.y,  iu  the  University  of  Mary- 
land,  has   kindly   juci^aied   the  following   description  of  the  section,   made   of 
a  mass  of  tissue  removed  from  the  postnasal   fossa,  after  the  second  o]ieration 
on  July  20th,  1902: 

"Part  of  the  surface  is  covered  by  a  mucous  membrane  composed  of  stratified 
ciliated  ei)ithelium,  resting  on  a  tunica  propria  containing  mucous  glands.  The 
bulk  of  the  section  consists  of  closely  packed  bundles  of  dense  fibrous  tissue; 
between  the  bundles  are  the  (diaracteristic  cells  of  this  form  of  connective  tissue; 


some  of  the  bundh'S  aie  hyaline,  but  nowhere  is  there  any  tendency  to  myxonmt- 
ous  change;  the  blood  vessels  are  abundant  and  of  considerable  size;  attached 
to  one  margin  of  the  section  is  some  cartilage  containing  quite  an  amount  of 
fibrous  tissue  in  the  matrix;  the  growth  is  a  particularly  pure  form  of  phroniii 
durum,  hard  fibroma. ' ' 

In  .siimniariziiis'  I  would  eiill  attention  to  the  followini^: 

First — That  only  the  most  raclieal  treatment  could  have  im- 
[laii-ed  the  vitality  of  this  growtli. 

Secondly — That  notwithslaiidino-  the  tihi'onia  had  heeii  iieai'Iy 
destroyecl,  it  suddeidy  sliowed  evidence  of  rejil'owlh  ahout  the 
sphenoid,  and  that  Ml'ter  treatnunit  liy  the  X-ray  its  ahsorption 
became  complete. 

Thirdly — That  nntil  the  yoniiy  man's  death  ten  years  later  there 
was   no  return   of  the    fihroma,   and   tinallv   that    in   the   (■as(>   here 
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rt'porteil,  the  fibroma  showed  eveiy  evidence  of  endonasal  origin  in 
the  sphenoidal  body,  subsequently  invading  the  postnasal  fossa 
by  extension. 

In  conclusion  I  would  point  out  that  few  cases  of  nasal  fibroma 
are  reported  as  such  although  there  has  been  a  steady  increase  in 
the  number  of  cases  I'eported  of  nasopharyngeal  fibroma. 

In  the  Index  ]\Iedieus  of  "Oto-Larj'ngology"  for  the  yeai-s 
lf)()9-15  inclusive,  thirty-five  eases  are  reported  of  nasopharyngeal 
fibroma.  We  find  but  one  case  of  edematous  fibroma  of  the  nasal 
fossa,  one  of  choanal  fibroma,  and  one  case  of  fibroma  of  the  nose. 
This  further  indicates  the  rarity  of  true  nasal  fibroma,  and  this  as 
well  as  the  satisfactory  result  of  treatment  is  my  reason  for  re- 
jiorting  the  case. 

The  specimen  shown  in  the  photograph,  represents  but  a  small 
portion  of  the  growth  removed.  The  drawings  as  indicated  by  the 
dates,  show  the  various  stages  in  the  disappearance  of  the  tumor. 

DISCUSSION. 

Dr.  Kittredgc,  Xashiia,  N.  H. :  About  eighteen  years  ago  I  removed 
a  growth  that  almost  completely  obstructed  the  posterior  part  of  the 
nose.  It  was  about  the  size  of  a  half  dollar,  and  three-eighths  to  one- 
half  of  an  inch  in  thickness,  on  the  middle  meatus  jjosteriorly.  I  suc- 
ceeded in  getting  rhe  wire  around  it  and  drew  it  off  slowly.  I  had  no 
severe  hemorrhage  back  into  the  nose.  Occasionally  I  see  this  patient 
now,  l)ut  he  returns  at  longer  intervals.  The  growth  was  pronounced 
fibroma  by  the  pathologist. 

Dr.  Coftiii,  Xew  York,  X.  Y.:  These  cases  are  always  interesting. 
Dr.  Wells  of  Washfngton,  D.  C,  presented  probably  halt  a  dozen  such 
cases,  that  he  had  cured  by  use  of  the  adenoid  forceps.  Dr.  Harris 
has  suggested  that  perhaps  they  all  came  from  the  nose.  The  first  one 
that  I  know  of  being  injected  was  one  done  by  Dr.  McCuUagh.  I  think 
he  got  a  complete  success,  by  the  use  of  monchloracetic  acid.  He  had 
attemiited  operation,  but  had  fallen  down  as  to  courage  on  account  of 
the  hemorrhage.  In  a  case  that  I  saw  in  Xew  York,  similar  to  this, 
and  which  came  from  the  posterior  sphenoid,  the  surgeon  had  evulsed 
the  tumor  and  claimed  to  have  a  perfectly  clear,  free  nose.  He  did 
find  fault  with  the  pathologist  because  he  had  not  given  him  a  definite 
answer  as  to  whether  rhe  specimen  was  or  was  not  malignant.  He  had 
written  him  that  he  had  "hedged"  and  the  reply  came  back  from  the 
pathologist  that  he  had  meant  to  hedge:  that  since  he  had  seen  a 
certain  case  that  Dr.  H.  Smith  had  (a  filiroma  that  died),  he  would 
not  give  a  definite  opinion  on  any  amount  of  a  specimen  sent  him  from 
a  case  of  this  type. 

Dr.  Chambers.  Jersey  City,  X.  J.:  If  the  doctor  had  given  a  descrip- 
tion of  a  case  that  I  have  had  in  hand  for  six  months  he  could  not  have 
described  it  better  than  he  has  now.  This  morning  I  have  asked  Dr. 
Hershey  to  help  me  out  in  getting  a  cautery  knife  to  l)e  enclosed  in 
a  cover  to  go  in  and  stoji  the  hemorrhage.  I  have  found  that  the  flow 
makes  a  short  current  with  the  cautery  knife  and  the  hemorrhage 
stops.  I  have  operated  five  times  in  this  case  and  was  covered  with 
blood.     The  boy  still  stays  by  me.     The  X-ray  showed  the  antrum  empty 
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and  the  tumor  confined  to  the  outer  wall  of  the  nostril.  It  is  not 
connected  with  the  sphenoid  at  all  but  from  the  antrum  itself.  I  had 
an  X-ray  of  the  tooth  made,  feeling  that  the  tumor  arose  in  the  antrum 
of  Highmore.  The  boy  feels  good.  I  was  going  to  use  this  cautery 
so  that  the  current  would  be  continuous,  but  I  shall  use  the  X-rays 
now. 

Dr.  Harri.s,  Xew  York,  X.  Y.:  I  want  to  congratulate  Dr.  Worthing- 
ton  upon  the  op|)ortunity  he  had  of  carrying  this  case  through  to  a 
finish,  and  upon  the  very  careful  study  he  has  made  of  the  case,  and 
the  complete  report.  I  do  not  |)resume  to  make  my  memories  stand 
in  any  way  as  an  excepfion,  or  to  oppose  them  to  Dr.  Worthingtons 
study  of  the  literature,  but  I  understood,  when  1  had  some  of  these 
cases  a  few  years  ago.  that  a  number  of  the  foreign  writers  were  of 
the  conviction  that  these  cases,  so-called  nasopharyngeal  fibroma,  had 
their  origin  in  one  of  the  sinuses.  So,  if  that  is  true,  the  cases  that  have 
been  reported  to  the  profession  as  nasopharyngeal  fibromata  were  not 
nasal  in  origin.  Another  point  in  Dr.  Worthington's  paper  is  the 
successful  and  jiermanent  result  that  he  got.  It  has  been  my  exper- 
ience that,  in  sijite  of  all  that  we  can  do,  the  growth  will  recur.  To 
quote  Dr.  Delavan,  'It  is  the  natural  history  of  the  condition  to  recur 
in  spite  of  all  that  can  be  done."  A  case  I  had  ten  years  ago,  which  1 
reported  elsewhere,  had  the  disagreeable  feature  of  repeated  hemor- 
rhages. In  spite  of  tying  up  the  carotid  and  taking  every  other  pre- 
caution known,  on  more  than  one  occasion  the  man  nearly  bled  to 
death.  The  growth  went  into  the  right  antrum,  and  we  found  that 
operative  work  was  of  no  avail.  The  best  results  were  obtained  with 
the  Cotfin  attachment  to  the  nasal  syringe,  and  trichloracetic  acid  with 
electrolysis  through  the  nose.  1  am  much  interested  in  Dr.  Worth- 
ingtons use  of  the  X-ray.  If  this  could  be  applied  in  these  cases  I 
believe  we  should  have  a  wonderful  aid  in  our  work  which  latter,  up 
to  the  present  time,  has  been  discouraging. 

l>r.  Mackenty,  Xew  York,  X.  Y.:  \Vhether  this  growth  is  malignant 
in  its  histological  structure  or  not,  these  cases  become  malignant  in 
many  instances.  If  the  growth  is  sessile  and  widely  attached  I  don't 
see  much  use  in  attacking  it  from  the  surface.  The  safest  means  are 
those  that  tend  to  eradicate  malignancy:  i.  e.,  an  operation  to  attack  it 
at  its  base.  This  cannot  be  done  through  the  pharynx  without  re- 
moving a  great  deal  of  tissue.  I  have  seen  only  a  few  of  these  cases, 
but  in  those  I  have  seen  I  believe  that,  if  taken  early  before  they  had 
reached  an  extensive  condition,  it  would  not  l)e  such  a  difficult  matter 
to  enter  the  nose  by  removing  the  anterior  wall  of  the  antrum  and  get- 
ting behind  the  growth.  1  think  that  chopping  it  off,  or  cutting  out 
pieces  do  very  little  good.  The  pedunculated  growth  is  much  less 
malignant  than  the  sessile. 

Dr.  Matthews.  Rochester,  llinn. :  I  have  seen  a  number  of  these 
cases,  and  almost  all  of  them  had  been  operated  upon  before  I  saw 
them,  with  one  exception  a  growth  that  sprang  from  the  posterior  end 
of  the  middle  turliina'te  and  was  a  pure  fibroma.  We  removed  this 
and  cauterized  the  whole  region  as  deeply  as  we  dared  with  the  elec- 
tric cautery.  The  case  remained  well.  Another  had  extensive  growth 
under  the  antrum — a  tumor  as  large  as  a  walnut,  with  swelling  of 
the  cheek.  This  was  taken  out  and  the  case  remained  well.  Six  or 
eight  other  cases  that  1  have  seen  have  resisted  whatever  measures 
we  employed,  and  at  least  two  have  had  a  definite  diagnosis  of  siiuple 
fibroma  becoming  fibrosarcoma.  In  the  last  four  or  five  cases  we  have 
removed  the  mass  and  then  used  radium.  .\s  to  the  hemorrhage,  that 
has  been  controlled  by  the  radium.  1  have  not  ajjplied  the  radium  my- 
self, but  I  think  it  is  applied  through  the  nostril  and  nasopharnyx, 
using  three  different  tulies.  1  know  that  not  only  is  the  growth  itself 
controlled,  but  the  hemorrhage  also,  by  the  u.se  of  radium. 
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I>i-.  Hicharcls,  Fall  River,  Mass.:  I  ran  across  one  such  case  in  a 
young  man,  who,  after  the  removal  of  the  superior  portion  of  the 
growth,  further  operation  being  prevented  by  the  hemorrhage,  disap- 
peared without  a  cure  and  canie  under  the  care  of  a  Boston  specialist. 
1  understand  the  diagnosis  was  fibrosarcoma,  and  the  patient  died. 
The  use  of  the  X-ray  in  Dr.  Worthington's  case  was  quite  wonderful  in 
the  fact  that  it  did  accomplish  something,  and  the  young  man  died  of 
a  different  trouble. 

Dr.  \V(irthini{toii.  closing:  I  judged  that  these  growths  began  in 
the  nose,  but  when  we  see  them  in  our  cases  they  are  usually  far  away. 
Fortunately,  my  patient  came  to  me  before  he  had  such  a  tremendous 
nasopharyngeal  outgrowth.  It  is  the  only  case  I  have  had.  I  looked 
over  all  the  literature  that  I  could  find  and  learned  that  the  men  who 
had  done  the  most  in  this  line  seemed  to  feel  that  after  early  middle 
life,  if  the  patient  could  be  kept  alive,  the  growth  could  be  resected. 
Jly  effort  was  to  destroy  the  growth;  to  remove  as  much  as  possible 
and  with  the  Bernays'  disc  control  the  posterior  hemorrhage.  The  man 
bled  jn-etty  liadly  and  I  had  to  stop  it  quickly.  I  do  not  believe  that  the 
X-ray  would  control  this  condition  because  he  was  closed  up  tight. 
When  he  was  getting  some  air  through  partial  removal  of  the  growth 
radium  v\ould  probably  do  good.  I  have  seen  only  one  other  case  of 
this  character,  a  man  who  died  on  the  talile.  The  doctor,  a  capable 
man.  had  taken  all   iirecautions,  but  the  patient  died. 


A    PLEA    FOK     THE     INCLUSION     OB^     NECK     SURGERY 
L\    LARYNGOLOGY. 

By  JOHN  KDML'XU  MacKENTT,  M.  D.,  New  York,  N.  T. 

It  is  with  some  hesitancy  and  after  several  years  of  deliberation 
that  I  eonie  before  this  section  to  present  a  subject  for  your 
consideration  on  which  I  know  there  is  a  strong  diversity  of 
opinion.  I  believe  that  the  majority  of  the  throat  specialists 
would  disagree  with  me  and  add\ice  good  arguments  to  support 
tlieir  stand.  Even  in  New  Y'ork.  the  ^lecca  of  indifference,  where 
one  may  purs\ie  almost  any  beiil  unnoticed,  I,  and  others,  some 
of  wliom  1  have  encouraged  to  take  up  this  larger  work,  have  not 
escaped  the  criticism  of  the  general  surgeon.  In  the  smaller 
centers  this  liarrier  must  loom  larger,  and  act  as  a  material 
deterrent  to  those  who  might  wish  to  cross  the  lines  so  long  fixed 
by  custom,  and  take  up  the  surgery  of  the  neck.  After  many 
years  of  personal  experience  and  observation  of  the  work  done 
by  the  general  surgeon  and  the  throat  specialist  in  this  field,  I 
have  come  to  the  firm  conviction  that  the  surgery  of  the  neck 
shoidd  be  looked  upon  as  a  special  branch  of  surgery.  It  is  just 
as  nuu-li  an  entit.v  as  abdominal  surgery  or  gynecology.  To 
([ualify  for  it.  special  study  in  anatomy,  pathology  and  diagnosis 
is  required  with  an  abundance  of  clinical  material  on  which  to 
])uild  experience.  The  neck  presents  many  problems  and  condi- 
tions not  covered  by  a  general  surgical  exi)erience.  This  is  not 
sufficiently  realized  by  either  the  laryngologist  or  the  general 
surgeon. 

Tlfe  neck  is  the  most  concentrated  anatoniii-al  field  in  the  body. 
An  indifferent  knowledge  of  anatomy  may  serve  in  other 
surgical  fields,  to  turn  out  very  creditalile  work,  but  not  so  in 
the  neck.  Here  one  must  know  the  relations  from  all  angles  and 
not  be  led  astray  by  pathological  distortions.  In  deep,  widespread 
neck  infections  we  all  know  how  these  anatomical  relations  may 
l)e  obscured  and  lead  to  an  inadequate  operation,  wherein  the 
dangerous  paths  into  the  mediastina  may  be  overlooked.  No  hali; 
measures  will  serve  here  where  nature,  hemmed  in  by  dense 
fascial  coverings,  can  but  poorly  help  herself  in  bringing  her 
septic  load  to  the  surface.     So  great  may  lie  the  inflammatory 
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LHleiiia  that  both  couratie  and  knowledge  are  required  to  carry 
the  operatiou  to  its  proper  conclusion ;  that  is,  the  liberal  opening 
of  all  the  deeper  planes  as  far  as  the  prevertebral  fascia.  Tuber- 
culous glands  infiltrating  and  extending  from  the  cranial  base 
to  tiie  a]K'x  of  the  lung,  surrounding  and  following  the  deeo 
>  csscls  behind  the  sternoclavicular  junction  present  to  the  surgeon 
as  formidable  a  task  as  well  can  be  imagined.  I  pick  these  two 
conditions  out  of  many  equally  difficult,  to  emphasize  the  serious 
nature  of  this  work.  The  special  skill  and  experience  recjuired  for 
its  best  performance  should  argue  for  its  holding  a  special  place  of 
its  own  in  surgery. 

The  tendency  today  in  general  surgery  is,  so  far  as  I  can 
ol)serve,  towards  I'apidity  of  technique,  with  its  consequent  trau- 
matism. In  anatomical  fields  less  densely  crowded  than  is  the 
neck  witii  important  structures,  this  technique  may  be  conserva- 
tive of  life  by  shortening  the  surgeons  stay  in  the  highly  sensitive 
zones,  such  as  the  alidorainal  cavity.  When  the  rapid  fire  surgeon 
attacks  the  neck  he  is  in  serious  danger  of  injuring  important 
structures.  The  spinal  accessory,  the  phrenic,  the  recurrent 
laryngeal,  tlir  citn  ical  branch  of  the  facial,  the  })racheal  plexus, 
the  thoracii-  duct,  the  subclavian  vein,  the  apex  of  the  pleura,  etc.. 
have  all  ]  laved  a  doleful  role  in  the  after  results  of  careless  neck 
surgery,  llo^v  many  general  surgeons,  outside  of  the  few  who 
have  put  in  much  time  in  the  dissecting  room,  are  able  to  readily 
loi-ate  the  thoracic  duct  in  a  living  subject?  How  many  know 
that  the  recurrent  lar.yngeal  is  by  no  means  constant  in  its 
manner  of  entering  the  larynx?  I  do  not  i'riti<-ize  the  general 
surgeon  as  my  own  shortcomings  are  too  many.  I  simply  Avish 
to  emphasize  the  fact  that  the  neck  has  not  been  sufficiently 
studied,  and  is  approached  with  a  cocksnreness  which  the 
difficulty  of  its  problems  do  not  justify. 

Traumatic  surgery  in  the  neck  may  induce  shock.  1  Ijave 
seen  death  occur  from  rough  handling  of  tiie  pneumogastric 
nerve.  Traumatism  favors  infection,  which  is  readily  induced 
in  Ihe  neck,  resulting,  perhaps,  in  a  serious  general  infection, 
mediastinal  involvement,  or  at  best  a  tedious  convalescence  and 
deforming  scars.  Therefore,  I  contend  that  the  neck  surgeons 
should  have  a  finer  technique  and  a  more  accurate  knowledge  of 
the  subject,  in  all  its  phases,  tlian  is  possesseed  by  the  average 
general  surgeeon. 

lietweeu  Ihe  head  surgeon  (1  jn-esunie  that  all  are  now 
agreed  upon  this  designation)   and  the  general  surgeon  lies  this 
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siirgic-al  isthmus,  the  neck.  To  wlioiu  does  it  belong?  But  a  few- 
years  ago  the  raising  of  such  a  question  before  this  Society  woub! 
have  seemed  foolish,  so  surely  and  strongly  was  the  general 
surgeon  entrenclied  upon  this  ground.  Fifteen  years  ago,  after 
nine  years  in  general  surgery,  I  began  the  study  of  our  specialty. 
It  was  with  difficulty  that  my  superiors  in  The  ilauhattan 
Hospital  were  induced  to  allow  me  to  take  up  the  surgery  of  the 
neck.  It  was  then  that  I  began  to  visualize  the  greater  future 
of  laryngology  and  to  woi*k  for  its  accomplishment.  Now  there 
are  several  men  in  that  same  liospital  doing  very  creditable 
neck  work.  It  does  not  stretch  the  memory  of  any  of  us  to  the 
breaking  point  to  recall  the  time  when  rhinologj-  and  laryngology 
could  be  practiced  with  a  nasal  saw,  a  set  of  sprays,  a  few 
topical  applications  and  a  ton.sillotomy  set.  How  different  the 
picture  is  now.  Then  our  confreres  in  other  departments  of 
our  noble  art  poorly  concealed  their  contempt  at  our  feeble 
strivings.  I  might  here  state  that  they  have  not  yet  fully 
awakened  to  the  wonderful  advance  we  have  made,  or  to  the 
technical  difficulties  in  our  path.  An  appendectomy  is  a  major 
operation,  but  our  intranasal  radical  work  on  the  sinuses  is  only 
a  minor  procedure  I  To  one  who  has  done  them  both  and  who 
knows  their  relative  difficiilties,  this  comparison  is,  to  say  the 
-l^ast,  painful.  I  trust  that  you  will  pardon  the  foregoing 
I'reamble,  but  the  point  of  it  is  this:  If,  in  so  short  a  time,  we 
have  accomplished  so  much,  is  it  a  vain  dream  on  my  part  to  look 
over  the  horizon's  rim  and  see  new  fields  for  our  endeavoi',  to 
hope  that,  when  the  slielf  claims  me,  I  shall  be  able  to  look  from 
tliat  undesirable  perch  upon  many  neck  specialists  drawn  from 
our  ranks  ? 

ilany  pathological  conditions  which  are  conceded  to  be  in  the 
domain  of  laryngology  have  their  secondary  out-croppings  in  the 
neck.  Toxic  goitre  is,  without  doubt,  frequently  due  to  tonsillar 
disease  and  sinus  infections.  I  have  known  intranasal  malignancy 
to  give  its  first  manifestations  in  the  deep  glands  of  the  neck,  and. 
]  liave  seen  these  glands  removed  by  the  general  surgeon  without 
any  suspicion  on  his  part,  of  their  origin. 

The  diagnosis  of  laryngeal  cancer  is  our  resjionsibility ;  why 
not  its  treatment  ?  If  not,  we  are  assuredly  in  tlie  unsatisfactory 
])osition  of  one  who,  starting  something,  is  iniable  to  finish  it. 
IMany  general  surgeons  have  Avrestled  with  this  terrible  disea.se. 
but  few  have  persevered  or  can  show  creditable  results.  Crib' 
stands  foremost  in  America,  with  fewer  surgical  deaths  than  aiiv 
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other  general  surgeon,  due  to  an  iniusiial  technical  skill  and  to 
the  avoidance  of  traumatism.  The  two  stage  operation  is  the 
outcome  of  the  general  surgeon's  failure  to  make  good  with  the 
more  logical  one-stage  procedure,  -which  is  employed  with  success 
by  the  laryugectoiiiists  abroad.  The  most  expert  of  these,  in  my 
judgment,  is  a  laryngologist. 

Laryngectomy  is  rapidly  coming  to  the  laryngologist.  In  my 
humble  opinion  this  is  as  it  .shoiild  be.  To  support  this  state- 
ment I  sliall  relate  one  isolated  experience.  Recently  I  removed 
a  carcinomatous  larynx.  For  two  days  progress  was  uneventful. 
Then,  without  apparent  cause,  the  breathing  became  rapid  and 
labored,  stupor,  cyanosis  and  a  pulse  of  160  foreshadowed  the 
approaching  end.  It  occurred  to  me  to  look  into  the  lungs  with 
a  bronchoscope.  Both  main  bronchi  were  almost  occluded  with 
inspissated  secretions.  AVhen  these  were  removed  the  patient 
soon  retm-ned  to  his  former  condition. 

If  laryngectomy  is  to  be  couceded  to  us.  we  must  be  prepared 
in  many  cases  to  do  a  block  dissection  of  the  neck.  And  if  we 
can  accomplish  this  successfully  and  expertly,  we  surely  are  not 
far  removed  from  the  ideal  neck  surgeon. 

^lore  and  more  the  neck  cases  are  coming  to  oiir  clinics,  placing 
in  our  hands  the  very  opportunity  needed  to  perfect  ourselves 
in  this  work. 

I  do  not  wish  to  be  understood  as  advocating  that  all  laryn- 
gologists  shoidd  enter  this  field.  There  are  many  whose  inclina 
tions  do  not  urge  them  in  the  direction  of  ma.jor  surgery,  and 
there  are  others  whose  lack  of  general  surgical  ti'aining  prohibit 
it.  But  there  is  a  goodly  number  in  our  ranks  whose  early 
experience,  training  and  innate  talent  would  justify  them  in 
working  in  this  direction.  To  the  younger  men  I  would  direct 
my  appeal.  You  must  keep  the  goal  constantly  in  mind,  for  with- 
out an  iutense  visualization  of  perfect  attainment  nothing  can 
be  accomplished  in  any  department  of  life.  Work,  born  of  desire 
to  succeed,  is  the  oiily  royal  read  to  success.  A  thorough  knowl- 
edge of  anatomy,  learned  in  the  dissecting  room  and  in  the 
morgue,  is  the  foundation  on  which  the  superstriicture  or 
pathological  anatomy  and  clinical  experience  must  rest.  Much 
time  spent  in  observing  the  work  of  others  and  in  following  cases 
throiigh  the  convalescent  period,  is  absolutely  essential,  since  i' 
enables  us  to  select  technical  points  suited  to  our  needs  and  keep^ 
us  out  of  the  rut  into  which  evei-j'  .surgeon  is  prone  to  fall,  work- 
ing bv  himself. 
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The  ne^v  laryngology  aud  rhiiiology  is  developing  a  high  class 
of  technical  skill  far  more  refined  than  that  required  in  general 
surgery.  On  this  point  I  speak  from  experience;  for,  though 
engaged  in  the  latter  for  years  prior  to  taking  up  my  present 
work,  1  had  a  long  and  discouraging  struggle  before  acciuiring 
\vhat  little  skill  I  now  possess.  The  intranasal  radical  on  the 
sinuses  eluded  my  most  patient  endeavors,  and  came  to  me  only 
after  spending  two  years  teaching  in  the  morgue.  Such  technical 
refinement  is  a  paramoimt  asset  in  the  surgery  of  the  neck. 

I  am  as  well  aware,  as  are  my  critics,  of  the  weak  points  in  my 
plea  that  laryngology  .should  include  the  neck.  Many  come  into 
our  specialty  from  medical  practice  and  are  too  old  to  acquire 
the  necessary  surgical  knowledge  and  experience.  The  special 
clinics  are  often  but  one  department  of  many  in  a  general  hospital, 
where  the  lines  are  fixed  and  where  the  siu'geon  guards  jealously 
what  custom  has  long  set  apart  as  his.  To  even,  look  with 
covetous  eyes  across  this  barrier  might  bring  disfavor  upon  the 
lar^Tigologist  as  well  as  financial  loss. 

Our  present  day  training  of  the  laryngologist  is  not  conducive 
to  the  best  and  broadest  comprehension  of  the  subject,  ilany 
take  up  special  training  on  receiving  their  degree.  Others,  more 
fortunate,  have  the  usual  two  years  in  a  general  hospital,  which 
1  regret  to  say,  serves  but  too  often  to  engender  in  their  minds 
a  false  estimate  of  their  knowledge  aud  experience.  Major  opera- 
tions seem  easy  when  guided  by  the  hand  of  the  attendant.  It 
is  only  when  working  unsupported  that  one  comes  to  the  full 
realization  of  one's  ignorpnce  and  is  spurred  on  to  new  endeavor. 

A  third  class  has  both  hosj>ital  training  and  individual  expe- 
rience in  practice  before  taking  up  the  study  of  laryngology. 
Here  we  have  the  best  preparation  for  a  broader  conception  aud 
better  execution  of  our  specialty,  were  it  not  for  the  lamentable 
fact  that  so  many  youthful  years  are  consumed  in  its  execution. 
Under  the  present  time  wasting  system  of  preliminary  education, 
he  who  enters  our  ranks  through  this  portal  is  no  longer  young. 

Where  then  are  we  to  look  for  our  neck  surgeon  ','  It  is  my 
belief  that  we  must  turn  to  those  who  have  by  good  luck,  design 
or  lack  of  financial  means  escaped  the  conventional  system  of 
education  (at  least  in  some  of  its  parts)  prescribed  by  our 
universities  and  whose  minds  have,  by  force  or  chance,  been 
focussed  early  upon  their  life  work. 

There  are  many  such  men  in  our  ranks  who.  with  hospital 
internship,   general  surgical   experience  in   practice,   and  special 
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trainiug  behiud  them,  are  still  j'ouug  enough  to  eventually  quality 
as  neck  surgeons  as  well  as  huyngologists. 

If  criticism  you  have  for  this  feeble  plea  of  mine,  allow  me 
to  state,  in  my  defence,  that  it  is  of  the  future  I  speak.  Of  our 
achievements  in  the  past  twenty  years,  we  may  well  be  proud 
and  .iustified  in  the  prophesy  of  gi'eater  things  to  come.  My  hope 
is  that  laryngology  will,  eventuallj'  include  the  surgery  of  the 
neck,  and  thus  be  lifted  to  a  higher  plane  of  endeavor,  bringing 
greater  credit  to  the  most  progressive  specialty  of  them  all, 
rhinology  and  larj-'ugology. 

DISCUSSION. 

Dr.  MacCuen  Smith,  Philadelphia,  Pa.:  I  think  that  this  is  not  onl.v 
a  very  important  subject  for  us  to  consider,  but  I  believe  it  is  very  im- 
portant for  the  medical  colleges  to  consider  it  also.  '  From  my  experi- 
ence in  this  city  I  think  there  is  a  general  tendency,  and  a  very  decided 
one,  to  take<  away  from  the  laryngologist;  and  otologist  as  much  as  they 
possibly  can.  So  I  am  very  glad  to  hear  this  paper,  and  certainly  sup- 
port it.  and  believe  that  this  work  (surgery  of  the  neck)  should  be  done 
by  the  laryngologist.  The  general  surgeon  is  very  frank  to  admit  that 
these  special  branches  have  been  perfected  by  the  specialist.  Recently 
one  of  the  general  surgeons  in  this  city  stood  throughout  a  radical 
mastoid  operation  and  then  came  to  me  to  say  that  he  had  never  before 
realized  what  such  an  operation  really  meant,  and  that  he  realized  the 
bungling  he  had  done  in  the  few  operations  that  had  come  under  his 
care.  I  think,  in  this  city,  we  shall  have  great  difhculty  in  taking 
the  neck  work  away  from  the  general  surgeon  because  he  is  so  thor- 
oughly entrenched.  We  do  not  have  so  much  difficulty  in  ear  work.  I 
should  be  very  glad  if  the  author  of  this  paper  would  send  a  reprint 
of  it  broadcast  s»  that  it  may  fall  into  the  hands  of  the  profession  at 
large. 

1)1'.  Harris:  I  want  to  add  my  very  hearty  commendation  to  what 
has  Ijeen  said.  There  is  one  part  to  which  I  wish  to  refer:  In  regard 
to  his  criticism  of  our  present  method  of  medical  education.  I  thought 
Dr.  MacCuen  Smith  would  speak  of  it,  because  he  has  been  interested 
in  this  subject.  One  reason  why  we  have  not  gone  into  brain  surgery 
or  surgery  of  the  neck  is  not  because  the  general  surgeon  has  kept  us 
out,  but  that  we  have  not  been  fully  competent.  It  is  among  men  who 
are  teachers,  and  who  have  gained  a  sound  medical  education  that, 
with  special  training  in  anatomy  and  pathology  are  able  to  do  what 
Dr.  JIacKenty  has  done,  who  has  had  nine  years  in  general  surgery. 
But  I  firmly  believe  that  it  is  possible  for  the  young  man  to  get  that 
training,  if  he  will,  although  it  is  perfectly  true  that  the  average  man 
that  goes  into  otolaryngology  goes  into  it  without  a  good  training  in 
surgery  and  physiology,  and  is  not  competent  to  do  the  work.  If  he 
does  go  into  general  surgery  he  lays  us  open  to  the  criticism  that  we  do 
do  not  know  the  simple  principles  of  asepsis. 

Dr.  J.  Solis  Cohen,  Philadelphia,  Pa.:  I  have  always  contended  that 
the  laryngologist  should  do  his  own  surgery,  and  his  tracheotomy  and 
surgery  upon  the  thyroid  gland,  and  I  am  very  glad  to  see  that  it  is 
generally  admitted  to  be  the  proper  thing.  It  used  to  be  the  fashion 
that  when  the  laryngologist  laid  aside  the  atomizer  he  handed  the  knife 
to  the  general  surgeon,  but  I  am  glad  to  say  that  this  is  no  longer  the 
case. 
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1)1'.  MfCjiUash:  The  subject  of  this  paper  is  of  great  interest  to  us 
all.  I  believe  that  the  thing'  to  do  is  to  have  the  medical  schools  ado|)l 
a  post-graduate  course  of,  say,  two  years,  so  that  a  man  who  wishes  to 
train  himself  as  a  specialist  would  thus  have  an  opjjortunity.  A  great 
many  of  our  s]]ecialists  admit  that  they  do  (not)  have  to  prove  that 
they  are  specialists.  Anyone  who  sees  some  of  the  men  who,  after 
si.K  weeks  to  three  montlis  training  go  to  the  smaller  cities  and  pose 
as  specialists,  will  realize  the  need  of  more  extensive  training. 

Dr.  JlacKenty  (closing) :  I  thank  Dr.  Dench  for  his  words  of  encour- 
agement from  the  general  surgeon.  I  trust  they  will  continue  to  look 
upon  us  with  favor.  It  is  a  good  sign.  There  seemed  to  be  a  little 
misunderstanding  al)out  what  I  meant  by  preliminary  education.  1 
meant  that  a  man's  training  should  be  so  focussed  through  his  pre- 
liminary studies  that  when  he  is  through  with  them  he  can  get  at  the 
real  work  tliat  he  is  going  to  do  in  life  liefore  he  is  too  old.  1  have  a 
boy,  now  going  through  school,  who,  if  he  follows  the  regular  course  of 
training,  will  begin  the  practice  of  medicine  when  he  is  thirty.  That 
is  too  old.  The  colleges  should  have  some  course  by  which  the  ex- 
pectant doctor  can  get  the  greatest  amount  of  help  in  the  work  he  is 
going  to  do,  having  several  years  of  full  time,  instead  of  wasting  these 
years  in  learning  a  lot  of  stuff  that  will  be  of  no  use  to  him  in  his 
profession.  I  thank  Dr.  Smith  for  his  support.  As  I  said  liefore,  I 
think  the  general  surgeons  do  not  realize  our  trouljles,  and  I  also 
believe  very  firmly  that  l)rain  work  belongs  to  the  ear  specialist.  The 
best  work  has  lieen  done  liy  the  ear-man,  and  it  is  for  him  to  develo]) 
that  end  of  the  work.  I  am  glad  to  see  that  you  are  all  recognizing 
the  fact  that  we  have  done  great  things  in  the  past,  with  progression 
along  scientific  lines  in  our  work.  1  came  into  this  work  when  it  was 
crude  and  undeveloped,  and  I  have  seen  it  grow  and  advance  wonder- 
fully. In  the  Ijeginning  it  was  almost  a  disgrace  to  say  you  were  a 
laryngologist,  and  the  general  man  looked  upon  us  as  a  set  of 
"spray-ers" :    liut  now  we  have  reason  to  be  proud   of  our  specialty. 


REPORT   OF   THREE   CASES  OF   BRAIX   ABSCESS 
OF   OTITIC   ORIGIN. 

By   GEORGE  MORRISON  COATES,  M.   D.,   Pliiladelpliia,   Pa, 

1.  Martin  O'Connor,  51  years,  a  waiter,  came  to  tlie  OutPatient  Depart- 
ment of  the  Pennsylvania  llosiiital,  Jnly  (itli,  1912,  eomiilaining  of  pain  in 
the  right  ear  of  two  days'  duration.  He  gave  a  history  of  having  had  a 
right  sided  anral  discharge  for  several  days,  four  months  previously,  but  with 
no  discomfort  in  the  interim.  Examination  showed  a  bulging  membrane, 
which  was  at  once  incised  in  the  posterior  portion  of  the  membrana,  a  some- 
what scanty  discharge  resulting.  Some  mastoid  tenderness  was  present  which 
became  slightly  more  marked  in  the  next  few  days  and  he  was  admitted  to 
the  Ward  on  July  9th.  He  did  not  comjjlain  particularly  of  headache.  No 
signs  of  meningitis  were  present  and  the  leucocyte  count  was  practically 
normal.  The  iiatient  was  a  well  developed  and  well  nourished  man.  Eyes 
showed  no  spontaneous  nystagmus,  pupils  were  equal  and  reacted  to  light  and 
accommodation,  eye  giounds  negative.  There  was  no  aphasia.  The  teeth 
were  in  bad  condition,  throat  normal  and  tongue  slightly  coated.  Heart,  lungs 
and  extremities  normal.  I'rine  normal.  Temperature  99 ^'j  pulse  88,  respira- 
tions slightly  high. 

Expectant  treatment  was  carried  out  for  a  few  days,  as  the  temperature 
continued  low,  but  some  slight  swelling  appearing  over  the  mastoid,  he  was 
operated  upon  on  July  15th.  The  mastoid  cells  were  all  found  normal  with 
the  exception  of  the  antrum,  the  tegmen  of  which  appeared  soft,  if  not  necrotic, 
this  softened  area  extending  outward  into  the  temporal  ridge.  The  dura  was 
exposed  for  inspection  and  appeared  to  be  under  considerable  pressure  so  that 
it  was  incised  and  the  brain  searched  with  a  thin  knife  blade.  In  a  direction 
inward  and  upward,  about  an  inch  from  the  surface  an  abscess  cavity  con- 
taining about  two  drams  of  pus  was  encountered.  It  appeared  to  have  rather 
firm  walls.  Gentle  washing  cleaned  out  the  pus,  a  cigarette  drain  was  inserted, 
and  the  lower  portion  of  the  skin  wound  closed.  Cultures  from  the  pus  failed 
to  show  any  growth.  Recovery  was  slow  but  perfectly  uneventful,  the  abscess 
continuing  to  drain  nicely,  although  the  middle  ear  ceased  at  once  to  discharge. 
The  drain  was  removed  in  about  ten  days  and  the  wound  allowed  to  close  by 
granulation,  which  it  did  completely  in  about  six  weeks.  During  this  time  the 
temperature  never  rose  above  99  4/5°,  being  normal  for  the  most  part,  the 
pulse  ranging  from  64  to  88.     Eespirations  were  always  a  little  rapid. 

This  case  showed  nothing  clinically  to  suggest  brain  abscess,  the  bulging  of 
the  brain  and  dura  through  the  operative  bone  wound  being  the  only  indica- 
tion which  lead  to  its  discovery.  As  the  contained  pus  was  apparently  sterile 
and  as  the  cavity  had  definite  walls,  it  is  probable  that  it  had  its  inception  at 
the  time  of  the  first  ear  trouble  four  months  earlier.  It  iOustrates  very  well 
the  type  of  abscess  that  is  favorable  to  recovery,  namely  a  walled  off,  chronic 
process  with  sterile  pus  or  at  least  having  organisms  of  low  vitality,  discovered 
at  the  time  of  operation  without  having  given  rise  to  pressure  symptoms. 
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2.  Carmen  Centrali,  12  years  old,  school  boy,  admitted  to  the  Pennsylvania 
Hospital  May  24th,  1913.  Temperature  99°,  pulse  100,  respirations  24.  He 
had  had  a  simple  mastoidectomy  on  the  right  side  two  years  before,  followed 
by  a  radical  on  the  left  side  one  year  later.  On  admission  he  gave  a  history 
of  pain  in  the  right  ear  for  five  days  accompanied  by  a  free  discharge  of  pus. 
For  two  days  past  there  had  been  marked  general  headache.  He  was  a  frail, 
undersized  boy,  irrational,  whining  with  considerable  photophobia.  The  eyes 
reacted  well  to  light  and  accommodation;  grounds  apparently  normal.  Heart 
and  lungs  were  negative.  The  neck  was  quite  rigid,  suggestive  Kernig  signs 
were  present  on  both  sides  and  a  doubtful  Babinski,  reflexes  not  markedly 
increased.  There  was  swelling  and  redness  over  the  right  mastoid  region 
nhicK  was  markedly  tender.  The  right  membrana  showed  a  large  central 
perforation  in  a  thickened  drum,  freely  discharging  foul  pus  with  a  distinct 
musty  odor.  The  left  ear,  on  which  a  radical  operation  had  been  performed 
one  year  before  was  not  entirely  dry.  The  leucocj-te  count  wa.s  21,700  with  a 
high  percentage  of  polymorjjhonudears.  By  lumbar  puncture  the  spinal  flui<l 
was  found  to  be  cloudy  and  under  considerable  tension,  with  the  polymor- 
phonuclears 67%.  No  tubercle  bacilli  were  found  and  no  growth  was  obtained 
on  culture  media. 

Although  all  his  s\nnptoms  were  considerably  relieved  by  the  lumlier  punc- 
ture, he  was  operated  upon  by  Dr.  Francis  R.  Packard,  on  whose  service  he 
was,  and  much  destruction  of  bone  in  the  upper  portion  of  the  mastoid  found, 
extending  into  the  temporal  ridge  and  zygomatic  cells.  The  dura  was  freely 
exposed  and  the  wound  packed  with  iodoform  gauze.  Whereas  he  had  been 
markedly  restless,  delirious  and  noisy  previous  to  operation,  he  now  became 
much  quieter  and  mentally  more  clear.  Very  foul  pus  continued  to  drain  from 
the  wound,  and  at  this  stage  Dr.  Packard  went  off  duty  and  he  came  into  my 
hands.  The  improvement  following  the  first  operation  was  not  permanent, 
however,  and  during  the  next  few  days  all  of  his  former  symptoms  returned 
in  greater  force,  the  neck  being  well  arched  backward  and  his  delirium 
increasing.  On  July  9th,  ten  days  after  the  first  operation,  in  dressing  the 
wound,  I  noticed  that  the  dura  was  tense  and  bulging  through  the  bony  open- 
.  ing  through  the  site  of  the  temporal  ridge,  the  removed  bone  covering  an  area 
about  the  size  of  a  quarter.  A  paralysis  of  the  external  rectus  muscle  of  the 
right  eye  was  now  apparent.  The  jius  was  very  foul  in  odor.  With  very 
light  anesthesia,  I  incised  the  dura  and  searched  the  underlying  brain  with  a 
grooved  director  when  a  large  abscess  cavity  was  discovered  containing  about 
an  ounce  of  thin,  foul  pus.  A  rubber  drain  was  inserted  without  washing  and 
the  wound  dressed.  The  patient  was  very  weak  and  partly  comatose.  The 
pus  showed  the  colon  bacillus  in  pure  culture,  and  continued  to  drain  very 
freely,  and  always  foul,  until,  gradually  sinking,  he  died  five  days  later.  At 
this  time  there  was  considerable  protrusion  of  the  brain  tissue  into  the  wound, 
the  protruded  portion  being  necrotic.  The  temperature  had  ranged  from  99° 
on  admission  to  104°  on  May  26th  where  it  stayed  for  two  days.  It  dropped 
to  99°  for  a  few  days  and  again  rose  to  104  3/5°  when  the  second  operation 
was  performed.  Thereafter  103°  was  the  lowest  temperature  until  death. 
The  pulse  rate  wa.s  commensurate  with  the  temperature,  running  from  100 
on  admission  to  160  shortly  before  death.  Respirations  were  always  rapid — 
from  24  to  32  and  .52  at  death.  No  autopsy  was  obtainable,  but  from  the 
appearances   presented,  I   think   it   probable  that   there   was   a   second   abscess 
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that  was  not  evacuated.  The  patient's  condition  while  upon  the  operating 
table  was  so  grave  that  I  did  not  feel  inidined  to  search  further  after  draining 
the  abscess. 

3.  Laura  Ilavilen.  'M)  years  old,  stenograj)her,  was  admitted  to  the  Penn- 
sj'lvania  Hospital,  July  tUh,  1916,  comjilaining  of  i)ain  in  the  left  ear,  left 
sided  headache  and  general  malaise.  Temperature  ]02°,  pulse  92  and  respira- 
tions 24.  Family  history  was  without  interest.  She  had  had  measels  in  child- 
hood which  did  not  affect  the  ears  as  far  as  she  could  remember,  had  always 
had  ' '  catarrh, ' '  indigestion  and  eonstii)ation.  The  left  ear  had  suppurated, 
with  severe  earache,  fifteen  years  previously,  and  had  ceased  discharging  after 
a  few  days.  During  the  next  few  years  she  had  had  several  similar  attacks 
in  the  left  ear,  and  finally  the  discharge  had  been  almost  continuous  for  the 
past  six  years  although  always  scanty.  She  had  not  had  the  ear  treated, 
considering  it  a  negligible  matter  except  for  the  impaired  hearing. 

The  present  illness  dated  back  six  days  when  she  developed  an  acute  rhinitis 
from  sitting  in  front  of  an  electric  fan  while  at  work.  Earache  immediately 
followed  and  she  went  to  bed.  There  was  an  attack  of  vomiting  the  same 
evening  and  as  she  felt  badly  she  was  admitted  to  another  hospital  the  next 
day,  July  4th.  Kot  getting  any  better  here  and  having  almost  continuous 
nausea  and  vomiting  she  left  this  institution  and  was  admitted  to  the  Penn- 
sylvania Hospital  where  the  drum  was  incised  at  once.  Temperature  on 
admission  was  102°,  pulse  92,  respirations  24.  She  was  a  well  developed  and 
well  nourished,  full  faced,  rather  pale,  adult,  complaining  bitterly  of  pain  in 
the  left  ear.  There  was  no  adenopathy,  the  eyes  were  slightly  prominent, 
pupils  widely  dilated,  equal,  reacted  normally  to  light,  grounds  normal.  The 
nasal  seirtum  was  deviated  to  the  left,  the  teeth  in  fair  condition,  tongue 
coated,  throat  negative.  A  scanty  discharge  came  from  the  left  ear  and  there 
was  no  retraction  of  the  head  although  slight  pain  on  extreme  flexion  of  the 
neck  and  a  suggestion  of  Kernigs  sign  in  the  right  leg.  Eeflexes  normal. 
No  si)ontaneous  nystagunis  was  present,  vestiliular  reaction  to  the  caloric  test 
normal.  Widal  and  Wassermaun  reactions  negative.  The  blood  count  showed 
a  leucocytosis  of  14,000,  polymorphonuclears  70%.  Urine  negative.  Patient 
was  very  uncomfortable.     JCo  aphasia — mentally  slightly  sluggish. 

On  July  8th  complained  of  considerable  iiain  in  the  ear  and  back  of  the 
head,  as  well  as  in  the  nose.  There  was  very  little  aural  discharge.  The  eye 
examination  by  Dr.  Wm.  T.  Shoemaker  follows:  Externally  nothing  noticably 
abnormal.  Pupils  large  and  erjual.  Irides  react  to  light.  Ocular  movements 
full.  Eyegi'ounds:  media  clear,  discs  well  defined,  vessels  good,  no  hemorrhage 
or  exudation  or  any  evidence  of  intracranial  trouble.  Temperature  99-,  pulse 
SO,  respirations  20.  Her  condition  continued  no  worse  for  two  days  when  the 
temperature  rose  to  103°,  pulse  84,  respirations  20,  and  she  vomited  a  grassy 
green  substance.  Pain  was  more  intense  on  the  vertex  and  occiput,  there  was 
slight  rigidity  of  the  neck  and  Kernigs  sign  Avas,  positive  in  the  right  leg.  Dr. 
Morris  J.  Lewis,  the  internist,  confirmed  the  diagnosis  of  meningitis.  The 
mastoid  was  not  markedly  tender  and  there  was  no  sagging  of  the  postero- 
superior  canal  wall.  By  lumbar  jiuncture  35  c.  c.  of  fluid  under  pressure  were 
withdrawn.  Fluid  was  cloudy,  there  was  slight  reduction  of  Fehlings  solution, 
cytological  count  was  186,  polymorphonuclears  80%.  The  blood  culture  was 
negative.  As  the  patient  was  much  more  comfortable  following  this,  it  was 
repeated  the  following  day,  July  11th,  and  20  c.  c.  of  cloudy  fluid,  not  under 
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liressiin^,  were  withdrawn,  with  a|iii;irenlly  increased  comfort.  At  midnight, 
however,  she  again  coniplaiued  of  great  pain,  wliidi  morphia  failed  to  control. 
She  liecanie  weak  and  cyauotic  during  the  remainder  of  the  night  and  early 
morning.  Tlie  pulse  was  very  weak  and  the  temperature  went  to  104]/.5°, 
pulse  i)'J,  respirations  24.  Th'e  report  of  the  X-ray  taken  July  ]Oth  was  very 
misleading  as  it  turned  out.  It  gave  "extensive  necrosis  of  the  entire  cell 
area  of  the  left  mastoid,  sinus  probably  uncovered.  No  further  evidence  as 
to  pressure  or  location  of  any  suspected  brain  abscess." 

The  left  mastoid  was  opened  July  12th  and  found  to  be  elmrnated  without 
cells  or  necrosis,  solid  and  intact  and  the  kind  frequently  seen  accoiiiimnying 
prolonged  middle  ear  suppuration.  Believing  that  we  were  dealing  with  a  case 
of  purulent  meningitis  with  the  possibility  of  brain  abscess,  I  freely  exposed 
and  incised  the  dura  of  the  temporal  lobe,  obtaining  a  little  cloudy  cerebro- 
spinal fluid.  The  tension  of  the  brain  appeared  to  me  to  be  increased  so  I 
searched  it  cautiously  with  a  grooved  director  and  tapped  an  abscess  cavity 
containing  nearly  an  ounce  of  thick  pus.  Up  to  this  time  the  patient 's  con- 
dition had  been  precarious.  The  temperature  was  302°,  pulse  80  and  respira- 
tions 28  just  before  being  placed  on  the  table;  she  was  comatose,  cyanotic  and 
breathing  was  slightly  stertorus.  The  pulse  was  very  weak.  Very  little  ether 
was  used  in  anestheti2ation.  After  draining  the  abscess,  almost  immediately 
her  pulse  improved,  her  color  became  normal  and  lier  breathing  was  easier.  A 
rubber  drain  was  inserted,  the  wound  packed  and  dressed,  and  she  was  sent 
to  the  recovery  ward,  by  this  time  already  conscious  and  apparently  rational. 
Before  I  had  finished  dressing,  however,  word  came  that  she  was  sinking 
rapidly  and  wlien  I  reached  her  a  moment  later,  she  was  cyanotic,  although 
the  pulse  was  fair  and  continued  so  for  several  moments.  Besviiration  became 
weak  and  ceased.  Artificial  resjiiration  and  stimulants  were  of  no  avail  and 
slie  died  of  resiiiratory  failure. 

The  autopsy  diagnosis  was  multiide  (2)  brain  abscess  in  the  left  temporal 
lobe,  purulent  meningitis.  .  The  complete  autop.sy  report  follows: 

' '  There  is  an  operation  wound  with  a  drain  inserted  reaching  into  the 
cranial  cavity  behind  the  left  ear.  Tliere  is  a  slight  clouding  beneath  the  pia. 
The  various  arachnoid  spaces  contain  cloud_y  fluid.  The  fluid  in  both  ventricles 
is  purulent — less  so  in  the  right.  Tlie  right  cerebrum  is  otherwise  normal. 
The  drain  reaches  into  an  abscess  cavity  within  the  left  temporal  lobe,  about  3 
c.  m.  posterior  to  its  anterior  end  and  opening  in  about  the  line  of  the  inferior 
temporal  sulcus.  This  cavity  is  just  beneath  the  surface,  measures  about  2 
c.  m.  in  diameter,  contains  some  purulent  fluid  and  has  a  soft,  thin  wall  of 
necrotic  cerebral  tissue.  There  is  also  another  abscess  which  opens  into  the 
])osterior  descending  horn  of  the  left  ventricle  and  to  the  surface  proximal  to 
the  cerebellum  at  about  the  posterior  third  of  the  collateral  fissure  and 
slightly  lateral  to  that  in  the  fusiform  gyrus.  This  abscess  cavity  is  the 
larger  of  the  two,  in  that  its  openings  in  both  directions  are  large.  There  is 
about  1  c.  m.  of  cerebral  tissue  in  between  the  two  cavities. 

Microscopical  Examination — The  edge  of  the  brain  cavity  is  densely  infil- 
trated with  leucocytes  and  to  a  less  extent  with  plasma  cells.  There  is  no 
fibrous  reaction  about  the  inflammatory  area.  The  cavity  is  not  of  long- 
standing.' ' 

From  the  autopsy  report  these  abscess  cavities  seem  to  have  been  of  recent 
formation,    and   there   is   nothing    in    the    history   to    indicate   prolonged    intra- 
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cranial  iiivolviiieiit  cxce|ir  tlio  iluiation  of  the  aural  discharge,  fifteen  years. 
Of  course,  we  know  that  ;i  lirain  abscess  frequently  lies  dormant  for  long 
periods  of  lime  to  eventually  become  active  and  dangerous  under  some  fresh 
stimulation,  such  :is  the  chilling  from  the  electric  fan  and  consequent  aural 
reinfection  in  this  case.  Although  we  suspected  brain  abscess  almost  from 
the  start  from  the  character  of  the  headache,  nothing  confirmatory  of  this 
could  be  discovered,  and  the  development  of  the  meningitis  was  so  evident, 
that  that  exclusive  diagnosis  was  made.  I  i-ould  not  be  quite  content  with 
this,  however,  or  feel  that  it  accounted  for  all  of  her  symptoms  and  therefore 
searched  the  brain  at  the  time  of  opieration  \\ith  the  discovery  of  the  first 
abscess.  I  did  not  suspect  the  second  one.  Inunediately  following  the  evacua- 
tion of  the  first  abscess  her  condition  was  in  all  resjieets  so  satisfactory  that 
1  feel  that  I  was  justified  in  believing  that  the  source  of  the  trouble  had  been 
discovered  and  eradicated,  and  I  sent  her  away  from  the  table  feeling  that 
recovery  was  nut  at  all  to  be  desjiaired  of.  Whether  the  sudden  collapse 
that  followed  within  ten  minutes  was  due  to  the  rupture  of  the  deeper  abscess 
into  the  ventricle  I  do  not,  of  course,  know  but  think  that  is  probably  what 
occurred  since  such  a  rupture  was  discovered  at  autopsy.  Or  it  is  possible 
that  there  had  been  a  slow  leakage  there  which  accounted  for  the  infection 
of  the  cerebrospinal  tiuid.  There  was  no  "stalk"  or  ascertainable  avenue 
of  infection  to  or  from  the  middle  ear,  although  this  must  undoubtedly  have 
been  the  origin  of  the  brain  lesion. 

These  three  cases  only  serve  to  ('in|)hiisize  still  more  the  well- 
established  dictmn  that  a  cliroHic  diseharging  ear,  no  matter  how 
trivial  it  ma>-  iipjiear  or  how  i|uieseent  during  long  periods  oi 
time,  is  always  a  serious  menace  to  the  life  of  the  patient.  No 
one  fact  pertaining  to  suppurative  otitis  media  is,  perhaps,  l>etter 
established,  and  yet  how  many  such  iiiiddli'-ear  conditions  are 
neglected  and  temporized  with.  .1.  W.  .^iurpliy  lays  stress  upoii 
this  point  in  his  article  read  before  the  Society  in  June,  1915, 
and  considers  cerebral  abscess  of  otitic  origin  almost  always  an 
acute  process,  and  that  therefore  eye  pressure  symptoms  have  not 
time  to  develop  as  in  the  more  slowly  growing  tumors.  In  only 
one  of  my  cases  was  there  any  jiaralysi.s  aiiparent — that  of  one  of 
the  eye  muscles  in  the  second  rase,  and  this  came  on  late  in  th-; 
disease.  Neither  were  the  niputal  sym|>tpms  more  conclusive  or 
helpful  in  establishing  the  diagnosis.  In  oiu'  of  these  cases,  the 
one  that  recovered,  there  was  little  ch'xation  of  temperature,  but 
in  the  other  two  the  febrile  reaction  was  mai'ked;  none  was  ever 
subnormal.  The  pulse  I'ate  was  rapid,  at  hast  commensurate  with 
the  temperat\ire,  as  were  also  the  res|)iratious.  With  wakefulness 
and  delirium  rather  than  slow  cerebration,  and  mental  alertness 
instead  of  drowsiness,  the  absence  of  eye  pressure  symptoms  or 
of  paralysis,  and  in  two  of  the  three  cases  a  connnitant  meningitis 
existing,  the  diagnosis  of  a  brain  abscess  was  a  difficult  task.    As 
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a  niattrr  of  fact,  it   was  only  made  on  tlic  opi'ratinj;  talile  aft^n' 
a  seai'L-h  of  thf  brain  on  snspicion,  in  two  of  the  cases. 

DISCUSSION. 

l>r.  Deucli.  Philadelphia,  Pa.:  There  is  one  point  that  1  should  like 
to  mention  here,  and  that  is,  that  in  the  earlier  operations  upon  brain 
abscess,  I  am  certain  that  most  of  us  lost  a  number  of  cases  l).v  meddle- 
some surger.v.  In  other  words,  whenever  we  opened  a  brain  abscess  we 
felt  that  it  was  necessary  to  explore  the  entire  abscess  cavity,  and  as  the 
result  of  this  exi)loration  we  frequently  spread  infection  to  i)reviously 
healthy  brain  tissue.  In  treating  a  brain  abscess,  we  must  remember 
that  the  patient  is  suffering  from  two  conditions:  First,  the  general 
infection,  and  second,  increased  intracranial  pressure.  The  critical 
symptoms  are  usually  caused  by  the  increased  intracranial  pressure, 
and  this  increased  iiressure  has  existed  for  a  considerable  time  previous 
to  the  operation.  If  now  the  abscess  is  found  and  evacuated  this  in- 
creased intracranial  pressure  is  relieved,  and  by  the  evacuaton  of  the 
abscess  the  focus  of  infection  is  drained.  My  procedure  at  the  present 
time  is  to  evacuate  the  abscess  freely  and  then  without  exploring  the 
cavity  at  all,  either  by  the  finger  or  by  inspection  through  an  encephalo- 
scope,  to  place  a  cigarette  drain  in  the  abscess  cavity  and  apply  a 
dressing.  In  this  way  the  increased  intracranial  pressure  is  relieved, 
and  the  abscess  cavity  is  gradually  obliterated  by  the  collapse  of  the 
brain  substance  into  the  cavity.  The  jiarts  should  be  manipulated  as 
little  as  possible  at  subsequent  dressings,  provided  the  patient  is  doing 
well.  If  symptoms  iioint  to  a  iiocket  of  pus  in  the  brain  substance 
which  has  not  been  thoroughly  drained  by  the  first  operation,  then  the 
abscess  cavity  must  be  investigated  either  by  the  finger  or  through  the 
encephaloscope.  In  the  absence  of  such  symptoms,  however,  it  is  the 
best  i)ractiee  to  simply  drain  the  abscess  and  insert  a  drain,  and  at  the 
subsequent  dressings  to  disturb  the  parts  as  little  as  possible,  simply 
removing  the  cigarette  or  other  drain  and  rejjlacing  it.  In  the  absence 
of  localizing  symptoms,  it  is  better  to  relieve  the  intracranial  pressure 
by  a  decompression  operation,  to  wall  off  a  certain  area  of  the  exposed 
brain  by  means  of  gauze  packing,  thus  causing  an  obliteration  of  the 
arachnoid  space,  and  then  in  the  course  of  12-4S  hours  to  explore  the 
brain  substance.  This  is  the  iirocedure  which  should  be  adopted  in 
cases  where  there  are  no  localizing  symptoms,  or  where  the  apiiearance 
of  the  exposed  dura  gives  no  indication  of  jnis  in  the  brain  sulistance 
immediately  adjacent  to  the  exposed  area. 

Dr.  Sniitli:  After  all  we  have  to  fall  back  on  the  very  doubtful 
point  of  diagnosis  in  brain  abscess.  That  is,  diagnosis  in  so  far  as 
localization  is  concerned.  We  may  suspect  a  brain  abscess  accurately 
enough,  liut  the  exact  location  is  difficuU  to  determine.  So,  when  we 
think  we  have  a  brain  abscess  we  sometimes  hesitate  to  try  to  relieve 
it  because  we  do  not  know  .lust  where  to  oiierate.  This  winter  I  had 
in  quick  succession  three  cases  of  meningitis,  all  of  which  ai)i)arently 
developed  very  quickly  without  previous  symptoms.  Two  of  them  died 
in  fort.v-eight  hours,  and  the  other  in  three  days.  The  last  case,  a  girl 
eight  or  nine  years,  previously,  had  been  thrown  from  her  horse,  taken 
to  the  University  Hospital,  operated  u|ion  by  Dr.  Edsall,  and  after  a 
long  convalescence,  recovered.  This  winter,  about  four  years  after  her 
injury,  she  was  taken  suddenly  ill,  l)ecame  unconscious,  was  taken  to 
the  hospital  with  her  head  drawn  Ijack  and  all  the  symptoms  of 
meningitis.  The  spinal  fluid  when  drawn,  showed  distinctly  that  she 
was  suffering  from  meningitis.  She  died  and.  fortunately  in  this  one 
case  we  got  an  autopsy,  it  was  found  that  she  had  suffered  from  a  brain 
abscess.      There   was   no   doubt    that   the   meningitis    was   superinduced 
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on  the  brain  abscess  which  had  probably  been  latent  from  the  time  of 
the  accident.  This  would  incline  to  the  belief  that  we  may  have  a 
brain  abscess  remaining  quiescent  over  quite  a  long  period  of  time. 

Dr.  Maclvenzie,  Philadelphia,  Pa.:  Intracranial  complications  rarely 
come  singly.  Uncomplicated  brain  abscess,  no  matter  what  its  location, 
has  a  certain  group  of  symptoms  that  we  cannot  mistake.  The  pulse  is 
low,  the  temperature  is  low,  the  intelligence  and  the  respirations  are 
low.  This  is  boi^ne  out  by  the  fact  that  when  you  operate  you  lind  that 
everything  is  slowed  down.  Cases  that  we  frequently  meet  are  com- 
plicated with  meningitis  and  sinus  thromliosis,  and  in  such  cases  the 
pulse,  temperature,  respirations — everything — are  high. 

Dr.  Eagleton,  Newark,  N.  J.:  There  are  a  few  points  that  I  think  are 
very  important.  Of  all  the  three  cases  the  only  one  that  recovered  was 
the  one  on  which  they  started  to  do  a  mastoid  and  accidentally  found  the 
brain  abscess.  If  we  wait  for  the  classical  symptoms  of  l)rain  abscess  to 
ai)pear  we  have  greatly  increased  intracranial  pressure;  we  have  great 
destruction  of  cerebral  tissue,  and  when  we  operate,  if  you  examine  the 
case  you  will  find  you  are  dealing  with  almost  a  hojjeless  case  because 
of  the  suppuration  at  the  time  of  the  oi)eration.  The  cases  of  brain 
abscess  that  recover  are  the  cases  in  which  the  patient  is  in  otherwise 
excellent  condition:  that  give  no  signs  of  intracranial  jiressure  at  the 
time  of  the  operation.  If  we,  as  otologists,  are  to  operate  on  these 
cases,  my  personal  opinion  is  that  we  must  get  away  from  the  custom 
of  going  through  a  dirty  field  to  get  into  a,  perhaps,  non-infected 
brain.  I  would  like  to  ask  Dr.  Coates  in  how  many  cases  he  has  ex- 
plored the  brain  in  brain  abscess  andthat  have  recovered?  If  he  has 
gone  through  a  mastoid  wound?  That  is  a  reason  why  we  are  afraid, 
because  we  have  learned  that  if  we  do  a  mastoid  and  find  the  dura 
bulging,  and  we  open  that  dura,  we  find  that  the  patient  is  very  apt 
to  develop  meningitis.  What  we  want  to  do  is  to  explore,  but  to 
explore  through  an  absolutely  lUan  field.  If  we  find  nothing  we 
merely  close  the  wound  and  the  patient  would  run  very  little  risk  of 
a  mortality  result  after  operation.  But  we  have  got  to  stay  away  from 
the  source  of  the  infection,  and  that  is  the  ear.  Another  point  in 
this  paper  is  that  only  in  the  post  mortems  did  he  find  communication 
with  the  lateral  ventricle.  This  serves  to  exemplify  a  point  that  I 
have  always  insisted  upon  and  that  is  that  lirain  abscesses  travel  in- 
ward if  they  start  subcortically.  The  majority  of  brain  abscesses  are 
caused  by  retrograde  thromliosis  of  a  vein  that  passes  up  into  the 
substance  of  the  brain  itself,  and  develop  first  inside  the  cortex.  These 
abscesses,  lieeause  they  are  caused  by  the  death  of  tissue  as  a  result 
of  blocking  of  one  of  the  terminal  veins,  always  travel  toward  the 
lateral  ventricle:  so  any  surgeon  who  explores  a  brain  and  fails  to 
find  a  brain  abscess,  should  close  his  dura.  I  feel  very  strongly  about 
this.  I  have  heard  it  said  that  we  should  leave  the  dura  open  because 
then  the  pus  will  come  out.  It  miir  comes  out.  One  more  point 
Dr.  Mackenzie  has  stated  that  everything  is  slowed  down — pulse,  tem- 
l)erature  and  respiration.  I  do  not  think  that  is  entirely  true.  The 
pulse  is  slowed  down  because  of  pressure.  The  temperature,  how- 
ever, is  slowed  dov.n  for  some  reason  that  has  never  been  explained. 
I  have  spent  considerable  time  trying  to  find  the  cause  of  this.  The 
fact  is  that  as  long  as  the  suppuration  is  inside  the  brain  we  have  a 
subnormal  temperature.  But  we  should  not  count  on  a  slow  pulse  in 
brain  abscess  excepting  when  the  Ijrain  abscess  is  very  large. 


CONSERVATIVE  OPERATION  ON  NASAL  ACCESSORY 

SINUSES. 

l!y    JOHN  J.    SULLIVAN.   .IR.,    M.    1),    Scraiiton.    Pa. 

Steps  ix  the  Oper.vtion  on  the  Antrum  of  Highmore. 

1.     Cooainizp  the  inferior  eonelia  under  and  aliove  it  and  also  tiie 
septum    opposite,   usini;-   the   Freer   method,    followed   by    1 :  5000 
adrenalin  solution. 
.  2.     Infraet  thoroughly  the  inferior  eonelia  upwards.    This  gives 
an  excellent  view  of  the  lateral  wall  under  the  inferior  concha. 

'■').  Retaining  the  speculum,  if  desired,  the  entire  nasoantral  wall 
can  be  remov'cd.    Everything-  is  within  .sight  of  the  operator. 

•1.  Remove  the  wall,  using  a  Whiting  No.  2  or  3  long  mastoid 
curet,  burr. 

r>.  Entrance  with  the  caret  should  be  about  the  middle  and 
at  the  point  of  the  attachment  of  the  bone  with  the  lateral  wall. 

6.  The  floor  of  the  sinus  is  lowered  to  that  of  the  nose. 

7.  All  fi-agments  of  bone  and  mucous  membrane  are  removed  by- 
suitable  forceps.  A  flaj)  of  uuicous  membrane  can  easily  be  loosened 
if  the  operator  sees  tit.  Per.sonally,  I  never  take  the  time  to  do  .so, 
it  jirolongs  the  operation,  and  is  unnecessary. 

8.  Wounding  the  nasal  duct  anteriorl.y  is  avoided  by  keeping 
below  the  attachment  of  tlie  inferio'r  concha.  Avoid  the  descending 
l)alatine  canal  posteriorly  liy  not  cutting  into  dense  bone  at  the 
posterior  limits  of  the  sinus.  One  inch  anterior-posterior  is  a  fairly 
large  opening  and  I  can  usually  olitain  it. 

9.  Pack  with  gauze,  either  iodoform  or  bismuth.  Remove  with- 
in twenty-four  or  forty-eight  hours  and  the  sinus  is  then  jiainted 
with  50%  argyrol  in  glyeeiin. 

10.  Occasionally  I  rasp  away  the  bone  in  front  of  and  below-  the 
attaclunent  of  the  inferior  concha.  This  allow-s  easier  passage  of  the 
irrigation  tube.  1  do  not  favor  continual  washing  of  any  cavity. 
Once  a  week  is  enough,  even  in  an  acute  c-ase,  i)roviding  there  are 
no  sym]itoiiis  of  i)us  retention   (jiain,  eliills,  etc.  i. 

Nearly  all  remain  ojieu  when  thoroughly  done.  This  is  left  to 
the  judgment  of  the  operaloi-.  It  would  border  on  the  extreme 
radical  to  make  a  permanent  ojiening  in  an  acute  ease.  It  is  always 
the  height  of  folly  to  expect  an  old,  chi-onic  ea.se  to  improve  after 
a  small  ojieninu-.     In  the  latlcr  eases  a   recurrence  may  always  be 
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expected  following  a  cold  in  the  liead.    In  the  past  six  years  I  have 
operated  on  about  one  hundred  and  fifty  of  the  above  cases. 

November  23,  1913,  I  did  iny  first  ethmoid  operation  without 
either  removal  or  catting  of  the  middle  concha.  Prior  to  that  time 
1  had  made  tlie  anterior  cut  into  the  middle  concha  before  doing 
so.     (In  the  Laryngoscope,  February  13th,  mention  is  made  of  this.) 

1.  Frontal  ethmoid.  Cocainize  and  apply  adrenalin  every  five 
minutes  until  anesthesia  is  complete.  Takes  iisually  at  least  one- 
half  hour. 

2.  Infract  ^I.  C.  to  septum. 

3.  Remove  uncinate  and  hillae  ethmoidalis. 

4.  Level  off  and  leave  no  scraps  behind,  (ilust  be  clean  wound.) 

5.  Open  up  frontal  sinus  with  caret,  or  rasp. 

6.  After  treatment,  suction  and  no  interference. 
Complete  exenteration  of  cilJs  into  sphenoid. 

1.  Infract  M.  C. — Start  at  uncinate  and  work  ))ack  with  ilosher 
caret  or  any  biting  forceps,  until  sphenoid  wall  is  reached. 

2.  Pre.ss  il.  C.  into  ethmoid  hole  and  probe  for  normal  sphenoid 
opening. 

3.  Enlarge  sanu=  and  take  dimensions  of  sinus. 

4.  Press  M.  C.  toward  septum  and  In-eak  into  sphenoid  through 
l)osterior  ethmoid  cells. 

5.  Connect  these  openings. 

6.  ^I.  C.  and  superior  concha  are  then  a  thin  curtain. 

7.  ^liddle  concha  can  be  trimmed  if  necessary ;  hardly  ever  so, 
unless  to  break  down  cells  within  it,  i.  c.  toward  ethmoid  space. 

8.  M.  T.  and  wall  t)f  post  ethmoid  jiacked  into  ethmoid  space 
or  allowed  to  hang. 

D.     Xo  scraps  of  tissue,  everything  smooth. 

10.  Gauze  packed  gently  to  keep  M.  C.  in  place. 

11.  Some  cases  which  have  not  been  thoroughly  cleansed,  or 
large  amount  of  pus  present,  allow  cells  to  granulate  and  M.  C.  to 
remain  in  ])lace — or  removi',  if  operator  sees  fit. 

Advantages. 

1.  No  primary  or  secondary  il.  C.  removal. 

2.  Easier  to  do. 

3.  Mucous  membrane  intact. 

4.  Olfactory  nerves  intact,  no  danger  of  tearing. 

5.  Not  so  dangerous. 

6.  Less  reaction  and  shock,  period  of  repair  less. 

However,  we  must  remember  that  without  perfect  nasal  drainage 
no  operative  procedure  w-ill  clear  up  in  the  ma.jority  of  cases.    If  a 
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deflected  septum,  nasal  hypertrophies,  adenoids,  etc.,  are  present 
there  will  be  kept  up  a  constant  source  of  irritation  and  recurring 
infection  that  could  hardly  be  cleaned  up,  even  per  radical.  No 
one  would  think  of  trying  to  get  results  in  a  catarrhal  middle-ear 
condition  without  cleaning  up  any  great  nasal  abnormalities,  yet 
a  good  many  of  us  will  go  on  treating  sinus  inflammations  where 
the  ventilation  and  drainage  of  the  nose  are  imperfect,  expecting  to 
get  results.    It  is  often  a  case  of  putting  the  cart  before  the  horse. 

DISC.USSION. 

Pr.  Lee  Cohen,  of  Baltimore,  Md.:  In  regard  to  the  conservation  of 
the  middle  turbinate,  two  cases  have  recently  come  to  my  attention  that 
make  me  feel  that  we  ought  to  select  our  cases  in  which  we  leave  the 
middle  turbinate  intact.  If  we  have  a  long  head  with  a  narrow  iio.se, 
the  leaving  of  the  turbinate  is  apt  to  be  followed  by  adhesions  that 
will  close  off  drainage.  Two  cases,  having  been  operated  upon  by 
rhinologists,  came  back  with  intense  headache  because  of  faulty 
drainage,  and  upon  opening  this  up,  it  was  found  that  the  middle 
turbinate,  after  having  had  the  ethmoid  labyrinth  removed  had 
been  pushed  into  the  labyrinth  and  adhesions  had  formed  between  the 
middle  turbinate  bone  and  the  meatus.  Those  patients  both  suffered 
from  intense  headaches.  The  adhesions  entirely  shut  off  the  proper 
drainage  from  the  labyrinth. 

Dr.  Coflin,  New  York,  N.  Y.:  I  am  interested  in  anything  that  relates 
to  the  sinuses  and  am  especially  glad  to  hear  the  doctor's  description  of 
the  operation  on  the  antrum,  and  especially  to  hear  that  he  had  oper- 
ated upon  children  of  five  or  six  years  of  age,  because  I  have  considered 
what  would  be  the  best  way  to  deal  with  those  cases.  I  have  just  re- 
cently been  interested  in  this  especially  because,  as  I  have  said  before 
this  Society  when  I  want  to  get  a  really,  if  I  may  use  the  expression 
snotty-nosed  kid  I  do  not  look  in  the  nasal  wards  at  all.  In  our  wards 
at  the  hospital  I  said  to  our  X-ray  man:  "Go  in  and  X-ray  those  heads 
in  the  eye-ward!"  and  every  one  of  them  had  diseased  antrums.  I  then 
wished  to  get  some  controls,  and  had  him  look  for  noses  that  were 
clean,  in  the  nose-ward.  These  were  found  to  be  perfectly  normal,  with 
free  sinuses.  We  have  those  children  under  treatment  in  the  eye-ward, 
but  in  case  the  conservative  treatment  did  not  succeed  I  was  in  doubt 
just  what  operative  procedure  I  should  use.  In  regard  to  the  ethmoid 
operation,  I  do  not  believe  in  it  at  all.  I  mean  to  say,  if  you  operate 
radically  on  the  ethmoid  and  go  up  around  the  attachment  of  the 
middle  turbinate,  I  do  not  believe  it  is  any  good.  It  is  very  apt  to  be 
diseased  and  I  doubt  the  expediency  of  pushing  it  into  the  cavity. 
Lothrop  m^kes  an  opening  from  one  frontal  sinus  into  the  other  and 
takes  out  a  certain  amount  of  the  septum  between  the  sinuses.  He 
does  not  care  especially  whether  or  not  he  closes  the  frontal  duct  on 
the  diseased  side  because  he  has  drainage  only  through  the  normal 
sinus.  It  is  a  good  operation  in  some  cases.  I  had  a  case  on  which  I 
operated  on  seven  times.  Dr.  Myles  has  taken  care  of  the  lady  from 
time  to  time,  and  about  every  two  years  we  get  a  recurrence  and  pus. 
We  go  in  there  and  find  somewhere  a  pocket  and  wash  it  out  and  wash 
it  out.  The  last  time  I  was  to  do  that  operation,  the  night  before 
came  Dr.  Lothrop's  paper,  and  I  read  it  and  used  the  operation  in  that 
case  the  next  day.  I  did  not  have  his  instruments,  but  I  got  in  through 
the  septum  between  the  two  sinuses.  The  case  has  l)een  well  ever  since. 
There  is  no  question  that  she  has  drainage  that  will  not  block  up  any 
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more.  It  is  not  at  all  an  operation  that  will  take  the  place  of  the 
Killian;  you  have  all  these  ramifications  and  deviations,  but  it  is  a  very 
good  thing  to  have  up  your  sleeve.     Especially  in  these  secondaries. 

Ih'.  Sullivan,  closing,  gave  a  demonstration  on  the  blackboard  "We 
have  operated  upon  about  twenty  children  in  the  last  year,  and  about 
half  were  ethmoid  cases.  As  for  the  Killian  operation,  some  years  a.i?o 
we  had  from  six  to  ten  of  them  a  year.  We  have  about  one  or  two  a 
year  now.  This  operation  is  not  intended  to  take  the  place  of  the  Kil- 
lian; it  is  simply  to  level  the  middle  turbinate  bone  instead  of  remov- 
ing It." 


RADICAL  MASTOID  OPERATION  WITH  PRIMARY  SKIN 
GRAP^T.  REMARKS  ilADE  IN  CONNECTION  WITH  AN 
OPERATION  PERPORilED  AT  THE  SAME  TIME  AT 
JEFFERSON  COLLEGE  HOSPITAL. 

By   EDWARD   B.    DENCH,   M.    D.,    New   York,   N.  Y. 

Before  proceeding  with  the  operation,  it  may  be  interesting  to 
say  a  few  words  about  the  possible  findings  in  this  case  and  the 
various  procedures  which  we  sliall  adopt  in  view  of  certain 
findings,  also  upon  the  possible  effect  of  the  operation  upon  the 
function  of  the  organ.  We  can  lay  it  down  as  a  general  rule  that 
if  the  hearing  is  very  poor  as  the  result  of  a  suppurative  otitis 
media,  that  is,  if  the  hearing  for  the  whispered  voice  is  reduced 
to  3  feet  and  the  tuning  fork  reaction  shows  that  the  perceptive- 
apparatus  is  not  involved,  the  hearing  will  probably  be  improved 
by  the  operation.  If,  on  the  other  hand,  w-e  operate  upon  a  patient 
whose  hearing  is  exceedingly  good,  that  is,  if  he  hears  the 
whispered  voice  at  10,  15  or  20  feet,  the  chances  are  that  tympanic 
exenteration  will  cause  a  reduction  in  the  hearing. 

Regarding  the  emplo.vment  of  the  primary  skin  gi'aft  in  case,s 
of  the  radical  operation  for  chronic  middle  ear  suppuration,  the 
primary  graft  can  be  emplo.ved  in  practically  every  case,  excepting 
in  cases  where  the  sinus  or  dura  is  wounded.  If  the  sinus  is 
wounded,  or  if  a  perforation  is  found  in  the  dura  of  the  middle 
fossa,  either  as  the  result  of  the  disease  or  if  such  a  perforation 
occurs  as  the  result  of  instrumentation,  the  primary  graft  should 
not  be  employed. 

In  all  eases  of  radical  operation  it  is  necessary  to  enlarge  the 
external  auditory  meatus,  the  size  of  the  new  meatus  to  be 
dependant  upon  the  size  of  the  radical  cavity  resulting  from  the 
operation.  The  meatus  must  be  large  enough  to  completely  aerate 
the  cavity;  otherwise  there  will  be  maceration  of  the  graft  and 
a  certain  amount  of  moisture  will  always  be  present  in  the  ear. 
I  prefer  to  enlarge  the  meatus  by  the  following  method :  The 
meatal  flap  is  cut  by  inserting  a  probe-pointed  knife  with  a 
narrow  blade  into  the  external  auditory  canal,  bringing  it  out 
through  the  posterior  wound.  The  blade  of  the  knife  is  first 
directed  downward  and  a  short  incision  downward  is  first  made. 
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The  iueisiou  is  then  eoutinued  first  backward,  by  turning  the 
blade  into  the  horizontal  plane,  and  then  upward,  directing  the 
blade  into  the  vertical  plane.  The  backward  incision  determines 
the  breadth  of  the  meatus,  and  the  vertical  incision  its  heighth. 
The  vertical  incision  usiially  stops  just  below  the  inferior  cms 
of  the  antihelix.  After  the  meatus  has  been  enlarged  in  this  way, 
all  cartilage  and  fibrous  tissue  is  removed  from  the  flap  formed 
by  the  incision  above  described  and  the  flap  is  sutured  upward 
and  backward  against  the  raw  surface  of  the  anterior  flap  by 
means  of  10-day  chromic  gut. 

If,  in  this  jiarticular  instance,  I  have  to  deal  with  a  fully 
developed  mastoid,  I  shall  make  a  large  meatus.  If,  on  the  other 
hand,  the  mastoid  is  sclerotic  and  the  antrum  small,  I  shall  make 
a  small  meatus.  Roughly  speaking,  the  meatus  should  be  large 
enough  to  admit  the  little  finger  of  the  surgeon.  For  cosmetic 
reasons,  it  is  naturally  more  impoi'tant  in  women  to  preserve  a 
small  meatus  than  to  enlarge  it  imduly. 

With  reference  to  the  primary  graft,  the  graft  is  usually  taken 
from  the  thigh.  Several  grafts  should  be  cut,  so  that  in  case  the 
operator  fails  to  apply  the  first  gi-aft  to  his  satisfaction  this  may 
be  discarded  and  a  second  graft  applied  without  loss  of  time.  The 
graft  should  be  cut  large  enough  to  completely  line  the  radical 
cavity.  It  is  important  iu  cutting  the  graft  not  to  perforate  it 
at  any  point,  because,  as  you  will  see  iu  the  demonstration,  thf 
graft  is  made  to  apply  it.self  to  the  very  irregular  walls  of  the 
radical  cavity  by  withdrawing  the  air  from  beneath  it  by  means 
of  suction.  If  a  minute  hole  is  present  in  the  graft,  the  air  will 
be  imperfectly  removed  from  beneath  it  and  the  graft  wiU 
naturally  fail  to  fill  iu  the  various  little  irregularities  in  thewalls 
of  the  radical  cavity.  It  is  frequently  possible  not  only  to  com- 
pletely line  the  bony  cavity,  but  to  cover  the  cut  edge  of  the 
meatus  as  well,  with  a  single  graft.  This,  however,  is  not  neces- 
sary as  two  or  three  or  four  grafts  even  may  be  employed  with 
equally  good  residts.  In  case  more  than  one  graft  is  used,  the 
grafts  are  inserted  so  that  their  edges  overlap.  This  overlapping 
does  absolutely  no  harm.  The  grafts  are  held  in  position  in  the 
cavity  by  means  of  small  pledgets  of  sterile  cotton.  The  pledget 
holding  the  graft  into  the  mouth  of  the  Eustachian  tube  has  a  piece 
of  silk  ligature  tied  to  it  because  it  lies  so  deeply  in  the  cavity 
that  otherwise  its  removal  is  sometimes  difficult.  If  the  graft  is 
not  large  enough  to  line  both  the  cavity  and  to  cover  the  cut  edge 
of  the  meatus,  the  meatal  graft  is  applied  in  the  following  manner. 


RADICAL.  MASTOID    OPERATIOX. 


229 


After  the  radical  cavity  has  been  completely  covered  by  the  graft 
and  held  in  place  by  pledgets  in  the  manner  above  described,  a 
second  graft  is  slid  into  the  radical  cavity  along  its  posterior 
border,  somewhat  overlapping  the  graft  already  introduced.  This 
second  graft  is  held  in  position,  that  is,  is  anchored  in  the  radical 
cavity,  by  means  of  a  gauze  packing,  and  the  remainder  of  the 
graft  is  spread  out  upon  the  posterior  aspect  of  the  wound,  care 
being  taken  to  see  that  it  lies  perfectly  fiat.  The  anchoring  pack- 
ing is  then  introduced  so  as  to  completely  fill  the  radical  cavity. 
The  graft  that  has  been  spread  out  posteriorly  is  then  grasped 
at  its  upper  and  lower  angles  by  means  of  thumb  forceps  and 
turned  forward  over  the  paekiug.  The  anterior  flap,  that  is,  the 
auricle  with  the  enlarged  meatus  formed  in  the  way  above 
described,  is  then  turned  backward  so  that  the  ear  occupies  its 
normal  position.  Looking  through  the  meatus,  the  operator  can 
now  see  the  raw  surface  of  the  graft  as  it  lies  turned  forward  upon 
the  anchoring  packing.  Through  the  meatus,  the  upper  and  lower 
angles  of  the  graft  are  grasped  by  the  surgeon  and  his  assistant, 
respectively,  and  drawn  through  the  enlarged  meatus.  By  this 
procedure  the  raw  surface  of  the  graft  is  made  to  apply  itselt 
to  the  cut  margins  of  the  enlarged  meatus.  A  second  piece  of 
sterile  gauze  is  introduced  through  the  meatus,  holding  the  graft 
firmly  against  the  cut  edges,  and  the  posterior  wound  is  then 
closed  by  means  of  ^Michel  clamps.  This  completes  the  operation. 
In  the  case  before  me,  I  make  the  incision  in  the  usual  waj^. 
Note  that  I  do  not  completely-  clear  the  mastoid  tip,  as  one  should 
always  do  in  a  ease  of  simple  mastoid  operation,  because  in  cases 
of  chronic  suppuration  we  frequently  find  the  lower  portion  of 
the  mastoid  completely  sclerotic.  If  the  tip  is  cellular,  it  must 
be  removed,  but  if  it  is  not  cellular  it  is  best  to  leave  it.  The 
disadvantage  of  completely  removing  the  mastoid  tip  or  even 
completely  denuding  it  of  soft  tissues,  is  that  it  opens  up  the 
cellular  spaces  of  the  neck  and  frequently  leads  to  a  gravitation 
abscess.  In  this  particular  case,  I  find  the  mastoid  small,  the  bone 
sclerotic,  the  antrum  low  and  small.  The  dura  is  exposed  in  the 
middle  cranial  fossa.  The  middle  fossa  is  so  low  in  this  case 
that  I  shall  be  obliged  to  enter  the  antrum  by  removing  first  the 
external  wall  of  the  tympanic  vault  through  the  external  auditory 
meatus.  I  have  now  done  this  and  must  expose  a  larger  area  of  dura 
because  a  small  dural  exposure  is  always  dangerous.  I  have  now  ex- 
posed a  large  area  of  dura  and  find  that  the  dura  has  already  been 
a  large  area  of  dura  and  find  that  the  dura  has  already  been 
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pei'forated  bj'  disease.  I  now  form  the  radical  cavity,  taking 
down  the  spur  as  low  as  possible,  using  my  horizontal  semi- 
circular canal  as  a  guide.  As  you  can  see,  I  have  now  taken  down 
the  posterior  wall  of  the  canal  so  that  the  posterior  tympanic 
space  is  completely  obliterated.  I  have  also  taken  down  the  floor 
of  the  canal  so  that  the  hypo-tympanic  space  is  completely 
oblitei'ated.  Note  that  the  bent  probe  introduced  into  the 
tympanic  cavity  can  be  drawn  downward  along  the  floor  of  tht-; 
meatus  without  meeting  any  obstruction.  Note  also  that  the  bent 
probe  can  be  drawn  from  the  tympanic  cavity  along  the  posterior 
wall  without  meeting  any  obstruction.  I  have  also  cleared  out  the 
Eustachian  tube  perfect!}^  by  means  of  the  curet. 

Dr.  Bench  then  proceeded  to  demonstrate  the  method  of  graft- 
ing already  described  above.  As  a  perforation  had  been  found 
in  the  dura,  the  grafts  were  then  removed,  the  dural  opening 
enlarged  by  two  crossed  incisions,  and  the  exposed  brain  area 
covered  with  iodoform  gauze.  The  radical  cavity  was  packed 
with  iodoform  gauze  and  an  isolation  packing  was  introduced 
between  the  packing  over  the  exposed  brain  substance  and  the 
packing  in  the  radical  cavity.  The  posterior  wound  was  closed 
and  the  patient  returned  to  the  ward. 

The  operator  laid  great  stress  upon  the  necessitj^  in  all  eases 
where  solution  of  continuity  of  the  dura  is  found  at  the  time  of 
the  radical  operation,  of  the  necessity  of  enlarging  the  opening 
and  packing  off  the  exposed  area  of  brain  with  iodoform  gauze. 
In  this  way  the  danger  of  meningitis  becomes  absolutely  nil.  A 
small  opening  in  the  dura  is  a  dangerous  condition.  A  large  open- 
ing, properly  treated,  is  seldom  followed  by  any  untoward  result. 

Note. — At  the  time  of  compiling  these  notes,  the  author  wishes 
to  say  that  the  patient  left  the  hospital,  in  perfect  health,  one 
week  after  the  operation. 


TECHNIC  OF  THE  EXAMINATION  OP  THE  VESTIBULAR 
APPARATUS.     A    DEMONSTRATION. 

By   ISAAC   H.   JONES,   M.   D.,    Philadelphia,   I'a. 

Before  this  patient  comes  in  I  want  to  explain  the  situation.  He 
is  very  intelligent  and  we  do  not  want  him  to  have  the  slightest 
suggestion  that  we  consider  him  to  be  in  a  serious  condition.  He 
regards  himself  as  perfectly  well,  and  yet  the  ear-tests  point  strong- 
ly to  a  lesion  of  the  brain-stem.  First,  I  will  ask  Dr.  Walter  Roberts 
to  give  the  history  of  the  case. 

Dr.  Walter  Roberts :  This  boy  is  a  student  at  Swarthmore  College. 
I  was  called  to  see  him  several  weeks  ago.  The  mastoid  was  tender 
but  there  was  no  swelling ;  there  was,  however,  some  swelling  of  the 
posterior  superior  wall  of  the  meatus.  Ten  days  before  I  saw  him 
he  had  recovered  from  pneumonia,  had  gone  out  too  soon  and  taken 
cold;  then  this  trouble  with  the  ear  had  started,  soon  developing 
a  purulent  discharge.  Mastoid  swelling  apjDeared  a  few  days  later 
and  I  did  an  extensive  Schwartze  operation;  the  lateral  sinus  was 
exposed  for  quite  a  space — I  think  bj'  the  disease  and  not  by  the 
euretment.  After  operation  he  still  continued  to  run  a  septic 
temperature.  There  was  no  evidence  however  of  meningitis  or  sinus 
thrombosis.  His  recovery  was  slow  and  although  the  wound  was 
healthy  the  septic  temperature  only  gradually  disappeared.  Sud- 
denly, just  as  I  thought  he  was  well,  he  developed  dyplopia.  At 
this  point  Dr.  Jones  was  called  in  and  we  examined  the  boy  to- 
gether. 

Dr.  Jones:  Examination;  douching  right  ear  showed  absolutely 
no  responses  in  nystagmus,  vertigo,  past-pointing  or  falling  either 
from  the  horizontal  canal  or  from  the  vertical  canals.  Douching 
left  ear — the  vertical  canals  gave  no  response,  (douching  with  head 
upright).  On  tilting  the  head  back  however,  there  immediately 
appeared  a  normal  nystagmus,  vertigo  and  past-pointing.  As  the 
left  horizontal  canal  and  the  left  cochlea  appeared  normal,  the  ab- 
sent responses  from  the  left  vertical  canals  suggested  an  involve- 
ment of  the  fibres  from  the  left  vertical  canals  in  the  pons. 

The  paralysis  of  the  right  external  rectus  has  cleared  up  entirely, 
the  boy  feels  perfectly  well,  is  pronounced  cured  from  a  neurological 
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standpoint,  and  would  be  allowed  to  go  back  to  college  and  take  up 
his  regular  work  if  it  icere  not  for  the  ear-tests.  The  ear-tests  in- 
dicate that  he  is  worse  than  he  was  at  the  time  of  the  original 
examination.  The  additional  features  to  indicate  that  he  is  worse 
are: 

1.  Eight  cochlea  was  functioning;  Dr.  Roberts  noted  that  the 
Weber  was  referred  to  the  right  ear  and  that  tests  by  air-con- 
duction and  bone-conduction  showed  that  the  right  cochlea  was 
uninvolved.    The  right  cochlea  is  now  absolutely  dead. 

2.  The  left  horizontal  canal  originally  produced  a  normal  hoi'i- 
zontal  nystagmus  to  the  right.  Tlie  left  horizontal  canal  now 
produces  a  ' '  per\-erted  nystagmus ' ' — an  oblique  nystagmus,  up  and 
to  the  right. 

(The  patient  was  now  brought  in.) 

Examination.  Instead  of  a.sking  the  patient  to  look  to  the  right 
and  to  the  left,  he  was  asked  to  fix  his  eyes  on  some  object  and  the 
turning-chair  was  rotated  first  to  the  left  and  then  to  the  right,  thus 
causing  the  body,  as  it  were,  to  be  revolved  around  the  eyes.  (This 
simple  procedure  is  especially  useful  in  testing  unintelligent 
patients.)  No  spontaneous  nystagmus  is  obser^-ed. 

Quite  incidentally  in  this  case  we  have  the  opportunity  to  demon- 
strate the  classical  statement  that  the  endoljTuph  current  toward 
the  ampulla  is  twice  as  strong  as  the  current  away  from  the  ampulla. 
"We  know  that  in  this  patient  the  right  end-organ  has  recently  been 
destroyed.  On  turning  the  patient  with  the  head  30  degrees  for- 
ward we  know  we  are  testing  the  left  horizontal  semicircular  canal. 
Turning  to  the  right  we  should  expect  two-thirds  of  the  normal 
nystagmus.  %  of  24=16.  Test  done:  stop-watch  showed  15 
seconds — just  one  second  short  of  exact  mathematical  calculation. 
Turning  the  patient  to  the  left,  causing  a  current  away  from  the 
ampulla  in  the  left  horizontal  canal  should  produce  one-third  of 
the  normal  duration  of  nystagmus.  Ys  of  24=8.  Test  done: 
stop-watch  showed  7  seconds — just  one  second  short  of  absolute 
mathematical  perfection.  Turning  to  the  right  gave  15  seconds  and 
turning  to  the  left  gave  7  seconds ;  the  current  toward  the  ampulla 
of  the  left  horizontal  canal  has  produced  twice  as  strong  a  response 
as  the  current  away  from  the  ampulla.  This  is  merely  incidental 
in  tliis  examination  but  is  unusually  clean-cut  from  a  scientific 
standpoint. 

Dr.  Jones  suggested  it  would  perhaps  be  unnecessarj'  to  waste 
time  in  douching  the  right  ear;  on  all  examinations  the  right  ear 
has  failed  to  produce  any  responses  either  from  the  horizontal 
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canals  or  from  the  vertical  canals.  The  left  ear  was  douched,  head 
30  degrees  forward — influencing  exclusively  the  left  vertical  semi- 
circular canals.  No  response  whatever  was  observed — no  nystag- 
mus, vertigo,  past-pointing  or  falling.  The  head  was  then  tilted 
back  60  degrees  in  which  position  the  caloric  effect  influences  only 
the  horizontal  canal.  Immediately  a  nystagmus  occurred,  but  it  was 
the  wrong  kind  of  a  ■nystagmus — instead  of  being  a  horizontal 
nystagmus  to  tbe  right  which  any  normal  individual  would  show, 
it  was  a  pure  vertical  nystagmus  upwards.  This  observation  was 
corroborated  by  Dr.  Eagleton  of  Newark  who  was  asked  to  observe 
it  closely.  Tlie  patient's  head  was  then  tilted  120  degrees  forward; 
any  normal  individual  would  then  show  a  pure  horizontal 
nystagmus  to  the  left.  There  occurred  instead  a  pure  vertical 
nystagmus  downward. 

It  is  obvious  we  are  dealing  with  a  lesion  of  the  brain-stem.  No 
lesion  of  the  right  labyrinth  or  an  epidural  abscess  in  that  vicinity 
could  produce  an  absolute  failure  of  responses  from  the  left  vertical 
canals,  the  fibres  from  which  are  evidently  involved  in  the  pons. 
This  is  corroborated  by  the  per\'erted  nystagmus  on  stimulation  of 
the  left  horizontal  canal :  a  perverted  m^stagmus  after  stimulation  of 
any  canal  is  pathognomonic  of  brain-stem  involvement. 

Dr.  Jones  asked  advice  as  to  the  probable  nature  of  this  lesion. 
Is  it  an  exudative  or  serous  collection  in  the  right  cerebello-pontine 
angle  subsequent  to  a  basilar  meningitis  which  had  involved  the 
right  6th  nerve  ?    Is  it  an  abscess  which  should  be  drained  1 
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This  is  the  chart  used  iu  routine  examination  of  the  internal  ear 
and  its  intracranial  pathways. 


Name  ^^^^ 

Address 

Referred  by  ^S® 


DIAGNOSIS 


SUMMARY 


Complains  of 


HISTORY 

Dizziness 
Staggering 
Deafness 
Tinnitus 


NOSE 


THROAT 


A.   D. 
EARS 

A.   S. 


Hearing  Tests 

Al  Al  c4|  Ac 

=  11  I  ^'^ 
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TESTS  OF  THE  VESTIBULAR  APPARATUS. 
SPONTANEOUS 


NYSTAGMUS 
Looking  to  RIGHT 


Looking  to  LEFT 


II  Shoulder  from  above 
I  Shoulder  from  below 
I       Shoulder   from   side 


Nystagmus 

Vertigo 

Past-pointing 

Falling 

Romberg 

Turning  head  to  right 

Turning  head  to  left 

Attempt  to  overthrow 

Goniometer 


POINTING 
RIGHT     LEFT 


TURNING 

To  RIGHT 

Amp. 

To   RIGHT 

Duration 

Sec. 

Shoulder  from  above 

to 

to 

Nystagmus 

Vertigo 

Past-pointing 

Falling 

To  LEFT 

To  LEFT 

Amp. 

Shoulder   from   aljove 

to 

to 

Duration 

Sec. 
Nystagmus 
Vertigo 
Past-pointing 
Falling 

1, 

II                CALORIC 

Douche  RIGHT 

II      Douche  RIGHT 

Amp. 

II      Shoulder  froni  aliove 

to 

to 

After        min 

sec      II 

Nystagmus 

Vertigo 

Past-pointing 

Falling 

Head  Back 

to 

to 

Douche  LEFT 

Douche   LEFT 

Amp. 

1      Shoulder  from  above 

to 

to 

After        min 

sec 

1 

Nystagmus 

Vertigo 

Past-pointing 

Falling 

Head  Back 

to 

to 
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DISC.USSION. 


Dr.  Stjiiiffer:  I  think  the  left  labyrinth  did  give  reactions.  The 
turning  shows  this. 

Dr.  Jones:  The  turning  tested  the  left  horkontal  canal.  The  left 
vertical  canals  failed  to  react. 

Dr.  Stauffer:  The  vertical  nystagmus  shows  that  the  vertical  canals 
do  work. 

Dr.  Jones:  No,  the  vertical  canals  gave  no  responses  whatever.  No 
douching  of  any  canal  could  produce  a  vertical  nystagmus.  If  the  left 
vertical  canals  had  produced  a  response  it  would  have  been  a  rotary 
nystagmus  to  the  right  but  the  left  verticals  produced  no  response  at 
all.  The  vertical  nystagmus  we  saw  was  produced  by  the  left  horkontal 
canal  which  should  normally  have  produced  a  pure  horizontal 
nystagmus.  The  vertical  nystagmus,  therefore,  is  a  "perverted" 
nystagmus. 

Dr.  Mackenzie:     Did  you  try  turning  the  patient  with  the  head  back? 

Dr.  Jones:  Yes,  there  occurs  a  noticeably  impaired  nystagmus.  In 
this  connection  I  might  speak  of  another  case  in  which  all  other  methods 
of  examination  failed  to  suggest  an  organic  lesion.  A  middle  aged  vig- 
orous man  complained  of  headache;  the  ear-tests  suggested  a  lesion  in 
the  IV.  ventricle.  The  medical  and  neurological  diagnosis  was  hysteria 
Death  in  two  weeks — autopsy  showed  abscess  in  the  IV.  ventricle  which 
in  turn  e.\tended  into  the  III.  ventricle  and  the  lateral  ventricles,  both 
of  which  were  distended  with  pus;  a  sinus  from  the  right  lateral  ven- 
tricle led  to  a  large  temporosphenoidal  abscess  which  in  turn  com- 
municated through  a  sinus  to  an  old  mastoid  cavity  on  which  a  radical 
operation  had  been  done  12  years  before. 

Summarizing.  This  boy  shows  definite  involvement  of  the  brain-stem 
but  we  are  unable  to  say  just  what  is  the  nature  of  the  pathological 
lesion.  One  thing  is  sure — the  ear-tests  demonstrate  that  this  boy  is 
far  from  ncll  although  all  other  methods  of  examination  indicate  a 
perfect  recovery. 

Dr.  Clai-ence  J.  Keeler:  Dr.  Jones  has  presented  a  case  of  intra- 
cranial lesion  and  as  he  has  so  exhaustively  demonstrated  the  differ- 
ential points  of  intracranial  localization,  I  will  show  a  patient  with  an 
end-organ  lesion. 

Man,  aged  3  4,  was  thrown  from  a  freight  train  and  was  unconscious 
for  twenty-four  hours.  There  is  greatly  impaired  hearing  in  the  left 
ear  but  Weber  is  referred  to  the  left.  Otoscopy  shows  a  small 
hemorrhagic  area  in  the  drum  membrane  centrally  located.  Persistent 
roaring  tinnitus;  also  vertigo  and  staggering.  Turning  showed  a  mark- 
edly exaggerated  nystagmus,  vertigo,  past-pointing  and  falling.  The 
caloric  test  also  showed  excessive  reactions.  It  is  evident  we  are  deal- 
ing with  an  irritation  of  the  labyrinth. 

Examination.  Turning  shows  a  normal  nystagmus  and  past-pointing. 
This  corroborates  the  diagnosis  and  Indicates  that  the  irritability  of  the 
labyrinths  has  disappeared.. 

Dr.  Ifandall  called  attention  to  the  fair  facility  with  which  these  tests 
were  made,  and  the  extreme  importance  of  their  being  made  with  great 
accuracy,  and  recorded  with  precision  in  order  that  they  may  be  com- 
pared with  other  cases  for  future  reference.  He  deplored  the  habit 
of  some  men  of  endeavoring  to  carry  the  details  and  results  of  their 
examinations  in  their  heads.  He  expressed  his  pride  in  the  work  done 
by  what  he  called  his  group  of  "medical  children"  at  the  University, 
along  the  lines  demonstrated  by  Drs.  Jones  and  Keeler. 


DEMONSTRATION  OP  THE  "VACUUM  CLEANER"  IN 
NASAL  PRACTICE. 

Dr.  Haskiu,  New  York  City,  gave  a  practical  demonstration  of 
the  use  of  the  Soreusen  suction  apparatus  with  a  description  of  its 
various  parts.  He  considered  suction  to  be  a  practical,  non-painful 
method  for  withdrawing  secretions  from  the  nose  and  sinuses.  He 
considered  it  an  immense  improvement  on  the  older  methods  of 
spraying  and  washing  in  catarrhal  cases  when  the  secretions  are  not 
easily  cleaned  out.     By  the  use  of  the  suction  apparatus  the  nose 


and  nasal  siiuises  are  quickly  cleaned  and  the  patient  experiences 
prompt  relief.  In  cases  of  peritonsillar  abscess  he  found  this 
apparatus  of  great  assistance,  placing  a  trocar  in  the  tube  and 
plunging  it  into  the  abscess  and  thus  evacuating  it.  He  felt  that 
most  of  his  success  in  curing  chronic  otitis  media  cases  was  due 
to  his  use  of  suction.  He  inserted  the  tube  directly  into  the  canal, 
drawing  the  secretion  out  of  the  eustachian  tube. 


DEMONSTKATION    OP    ESOPHAGOSCOPIC    BOUGINAGE. 

Dr.  Jackson,  Pittsburgh,  Pa.,  exhibited  various  specimens  of 
foreign  bodies  removed  from  the  bronchi  of  children.  He  described 
the  case  of  an  infant  nine  months,  brought  in  to  the  Children's 
Hospital  with  a  history  of  an  attack  of  sudden  choking  and  inability 
to  swallow.  He  removed  a  large  mass  of  gauze,  a  plumstoue,  a 
fragment  of  a  button  and  a  long  roll  of  wool.  He  exhibited  a  case, 
a  man  twenty-one  years  of  age,  who  complained  of  inability  to 
swallow  solids  and  liquids  except  with  greatest  difficulty.  Upon 
examination  an  esophagitis  was  found,  with  a  firm,  tight  con- 
striction. The  causation  of  this  being  vague,  an  abdominal  exam- 
ination was  made  and  an  abdominal  malignancy  was  discovered. 
Specimens  from  both  esophagus  and  intestine  were  carcinoma, 
indicating,  as  suggested  by  Di*.  De  Costa,  an  implantation  metas- 
tasis. The  age,  21  years,  was  very  young  for  malignancy.  A 
second  case  shown  was  that  of  a  little  Child  who,  as  a  result  of 
swallowing  lye,  had  suffered  from  stricture  of  the  esophagus.  The 
stricture  had  been  dilated,  the  esophagoscope  having  been  used  on 
three  occasions  previous  to  the  demousti-ation.  He  stated  that  iu 
adults  almost  any  sized  tube  might  be  used,  but  in  children  the 
tube  must  be  small.  He  then  demonstrated  the  use  of  the  esopha- 
geal bougie  on  the  child,  asking  if  it  were  not  better,  in  such  cases, 
thus  to  work  without  anesthesia  rather  than  to  have  the  child 
repeatedly  etherized  over  a  period  of  many  months.  He  does  not 
use  even  local  anesthesia. 


EXIIIRITIOX  OF  :\IENIXGITIS  CASE,  POSTOPERATIVE. 

By  FRANCIS  R.  PACKARD,  31.  D..  Philadelphia,  Pa. 

Dr.  Packard  stated  that  the  patieiit,  a  girl  of  eleven  years, 
had  suffered  an  acute  grippal  attack,  during  which  she  developed 
an  abscess  of  the  i-ight  ear.  There  was  vomiting  and  headache. 
The  temperature  Avas  102^,  pulse  120.  He  incised  her  right  ear 
drum,  and  the  next  day  she  showed  mastoid  and  meningeal  symp- 
toms. She  was  admitted  to  the  hospital  and  he  did  a  mastoid. 
"While  she  was  under  ether  a  lumbar  puncture  was  done,  giving 
turbid  spinal  fluid  and  the  tj'pical  picture  of  acute  meningitis. 
Noguchi's  butyric  acid  test  was  positive:  Fehling's  copper  solu- 
tion was  not  reduced.  ^licroscopic  examination  showed  many  pus 
cells,  almost  all  being  pol^niuelears.  There  were  also  some  organ- 
isms resembling  influenza  bacilli.  She  received  -30  c.c.  of  anti- 
influenza  serum,  repeated  three  times  and  the  meningeal 
sjTnptoms  cleared  up.  She  had  had  a  positive  Kernig's  sign,  but 
this  also  had  cleared  up.  Convalescence  was  uneventful  until 
October  29th,  sixteen  days  after  admission  to  the  hospital.  The 
mastoid  wound  had  practically  healed.  She  developed  a  slight 
temperature  and  complained  of  headache.  There  was  no  Kernig 
and  no  rigidity  of  the  neck.  Two  days  later  she  had  several 
vomiting  spells  and  examination  of  the  eye-grounds  showed  the 
right  optic  disc  to  be  hazy.  The  indications  pointing  to  brain 
abscess  the  right  temporosphenoidal  lobe  was  opened  and  a  large 
abscess  evacuated.  Dr.  Packard  thought  the  case  interesting  be- 
cause the  culture  of  pus  from  the  ear  showed  pure  staphylococcus, 
that  from  the  brain  abscess  pure  streptococcus,  and  that  from  the 
spinal  fluid,  bacillus  influenzae. 


MEETING  OP  THE  MIDDLE  SECTION,  HELD  IN 
COLTOIBUS,  OHIO,  FEBRUARY  26,  1917,  UNDER  THE 
CHAIRMANSHIP  OF  DR.  JOHN  E.  BROWN,  OF 
COLUMBUS. 


CASE   REPORTS:   FATAL   CARDIOSPASM   IN   AN   ADULT: 
LYE  STRICTURE.     WITH  LANTERN  SLIDES. 

By   THOJIAS  HUBBARD,   M.    D.,   Toledo,   O. 

The  act  of  deglutition  is  initiated  by  tlie  hypo-glossus  and  glosso- 
pliaryngeus  and  finished  by  the  vagus.  Sensitive  areas  in  the  lower 
phar^^lx  start  the  active,  forceful  contractions  and  esophageal 
peristalsis  carries  the  bolus  through  the  cardiac  orifice.  The  lower 
esophagus  has  scant  supply  of  sensory  fibres  and  the  muscular 
contraction  is  an  active  recovery  from  the  distension.  Sympathetic 
nerve  fibres  link  the  esophageal  with  the  visceral  nerves,  the  whole 
comprising  an  important  part  of  the  vegetative  system.  The  act 
of  emesis  is  a  reversion  of  deglutition,  the  initial  forceful  impulse 
coming  from  below.  No  wonder  that  the  esophagus,  subject  to 
frequent  trauma  and  conflicting  reflexus  from  above  and  below, 
gets  "nervous"  and  manifests  it  by  globus  hystericus  and  eosophw- 
gismits.  Emotional  excitation,  trauma  incident  to  lumpy  or  too 
hot  or  cold  food  and  active  gastric  disorder  furnish  the  excitation 
for  these  more  or  less  transient  spasmodic  disturbances.  Cardio- 
spasm is,  as  a  rule,  more  serious  and  persistent.  The  inference  is 
that  the  source  of  the  disturbance  is  a  more  chronic  lesion  together 
with  hypersensitive  nerves ;  and  since  we  find  that  the  lower  esoph- 
agus has  intimate  relations,  not  only  with  all  of  the  pneumo-gastric 
tract  but  also  with  the  abdominal  viscera,  we  appreciate  the  wide 
range  of  perturbing  reflexes.  In  other  words  we  must  study  cardio- 
spasm from  the  broad  neurologic  standpoint  and  at  the  same  time 
take  into  consideration  the  probable  pathologic  lesions  of  a  very 
considerable  portion  of  the  vegetative  system. 

Vagotonia  and  sympatheticotonia  are  the  technical  neurologic 
terms  applied  to  subjects  who  exhibit  unbalance  of  the  vagus  and 
sympathetic  systems.  Functional  disturbances  such  as  we  are  con- 
sidering, and  including  asthma,  are  manifestations  of  vagotonia 
with  more  or  less  of  the  sympathetic  factor.  Clinically  vagotoniacs 
and  sympatheticotoniacs  are  not  clearly  defined  but  the  terms  arc 
very  suggestive  and  seem  peculiarly  applicable  to  the  serious  tj'pes 
of  esophagismus  and  cardiospasm. 

The  case  I  am  about  to  relate  exemplifies  many  of  the  important 
points  suggested  in  this  cursory  review  of  the  nervous  factor  in 
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cardiospasm.  The  fact  that  such  a  disturbance  is  so  resistant  to 
treatment,  so  persistent  in  spite  of  well  directed  therapy  impresses 
the  fact  of  its  entity.  The  two  nervous  factors  in  the  vegetative 
system — the  vagus  and  sympathetic — must  be  profoundly  per- 
turbed, either  because  of  acquired  or  natural  instability,  to  pro- 
duce a  degree  of  functional  disharmony  that  may  actually  threaten 
life.  One  is  reminded  of  those  desperate  incurable  cases  of  bron- 
chial asthma — a  daily  bronehismus,  if  I  may  use  the  term  as  com- 
parative with  that  distinct  type  of  esophagismus  known  as  cardio- 
spasm. To  be  sure  there  is  a  factor  in  common  in  both  of  these 
diseases  conducive  to  chronicity.  Emphysema  and  impaired  elas- 
ticity of  the  lungs  in  the  one  and  permanent  dilatation  of  the 
esopha^is  are  real  pathological  lesions  and  as  such  complicate  and 
may  even  determine  chronicity  and  prevent. restoration  of  normal 
function.  Pood  hunger  and  air  hunger  differ  only  in  the  degree 
of  actual  danger  to  life.  But  cardiospasm  is  not  controlled  b.y 
physiologic  inhibition  such  as  prevents  asphyxiation  in  asthma. 

"We  summarize  the  essential  pathology  of  chronic  cardiospasm 
as  follows :  An  unstable  vagiis  and  sympathetic  system  susceptible 
to  reflex  irritation  from  a  visceral  lesion  or  abnormally  responsive 
to  emotional  or  psychic  influence.  Dilatation  and  food  retention 
with  consequent  changes  in  musculature  and  mucosa  may  become 
factors  in  chronicity. 

Case  report :  I.  W.,  a  large  vigorous  man  of  58,  acti%'ely  engaged  in  farming 
up  to  ten  years  ago  and  since  then  retired.  At  the  age  of  thirty  he  had  heart 
symptoms,  palpitation  and  subsequent  general  weakness  lasting  about  three 
months.  A  mitral  lesion  was  in  evidence  but  compensation  was  gradually  re- 
stored. Again  at  the  age  of  forty-three  he  had  prostration  from  which  he 
recovered  more  slowly.  About  six  years  ago  (aet.  52)  he  noticed  discomfort 
in  the  lower  mediastinum  after  eating,  usually  due  to  very  hot  or  very  cold 
effects  and  would  often  regurgitate  the  retained  contents  of  the  esophagus. 
Then  he  would  eat  heartily  and  relish  his  food.  This  would  occur  almost 
weekly  but  gave  him  no  serious  discomfort  up  to  July  191.').  'At  this  time  he 
regurgitated  beefsteak  twenty-four  hours  after  eating.  Dilatation  was  evidently 
well  under  way.  On  August  30th  he  regurgitated  a  dinner  as  swallowed  and 
from  that  time  to  September  10th  very  little  passed  into  the  stomach.  Even 
liquids  were  returned.  A  radiograph  at  this  time  showed  an  enormous  dilation 
of  the. lower  esophagus.  For  four  days  he  retained  nothing.  Esophagoscopy 
was  tried  September  9th  and  the  most  accomplished  was  cleaning  out  of  the 
enormously  dilated  esophagus — more  than  a  pint  of  milk,  curds  and  eggs  with 
other  detritus  was  removed  by  aspiration,  swabbing  and  forceps.  This  took 
some  time  and  as  the  patient  was  in  extreme  weakness  from  water  hunger,  the 
heart  behaving  very  badly,  I  made  only  a  few  attempts  to  find  the  natural 
orifice.  The  mucosa  was  inflamed  and  edematous  from  the  decomposed  retained 
ingesta  of  a  long  period  and  it  was  evident  that  the  esophagus  now  cleaned  out 
should  have  time  to  recover  from  the  inflamed  state  before  attempting  dilatation 


242 


THOMAS  HUBBARD. 


of  the  stricture.  At  this  time  we  couldn't  exclude  malignancy.  Dr.  Jackson 
was  consulted  V)y  wire  and  reiterated  what  he  states  so  forcefully  in  his  book. 
The  water  slarved  patient  i.«  a  dangermis  surgical  subject.  I  emphasize  what 
he  says  because  I  am  confident  that  continued  effort  to  enter  the  stomach  from 
above  would  have  been  fatal  in  this  instance,  partly  because  of  the  inflamed, 
swollen  condition  of  the  mucosa  and  partly  because  of  the  difficulty  of  sub- 
sequent feeding.  In  accordance  with  Jackson 's  advice  gastrostomy  was  done 
under  local  anesthesia  by  Dr.  J.  H.  Jacobson.  The  patient  rallied  and  grad- 
ually gained  in  strength.  He  was  fed  satisfactorily  for  two  weeks  and  then 
esophagoscopic  search  for  the  orifice  was  successful,  the  IS,  24,  and  then  36  Fr. 
bougie  passing  quite  easily.  From  that  time  the  cardiospasm  was  controlled 
by  passage  of  a  36  or  40  bougie  at  intervals  of  a  few  days.  The  gastric 
incision  gradually  closed.  But  it  became  apparent  that  the  old  cardiac  trouble 
was  again  active — daily  fever,  an  occasional  chill,  with  marked  prostration  were 
the  chief  symptoms.  The  endocarditis  diagnosed  by  Doctors  Stone  and  Grosh 
seemed  to  account  for  his  general  decline  but  throughout  this  period  there 
jiersisted  the  eharacteristiff  si)asms  of  esophagus,  stomach  and  even  intestines. 
The  cardiospasm  would  recur  if  the  bougie  were  ueglected.  Early  in  December 
he  had  two  attacks  of  spasmodic  stricture  of  the  colon  each  lasting  two  days. 
Spasmodic  vomiting  persisted  throughout  even  though  there  was  no  demonstrable 
gastric  trouble.  He  would  retain  and  digest  food  perfectly  for  a  time  and 
then  would  have  days  of  spontaneous  eraesis  without  apparent  cause.  On 
December  16th  he  had  a  convulsion  of  an  unusual  type.  Dr.  Waggoner  ob- 
served the  case  through  four  of  these  attacks.  They  began  with  rhythmic  con- 
tractions of  the  diaphragm  lasting  several  minutes,  then  the  abdominal  recti 
took  part  convulsing  the  whole  trunk.  The  muscles  of  the  neck  were  next  in- 
volved. Actual  restraint  was  necessary  to  keep  him  on  the  bed.  He  suffered 
great  pain  but  remained  fairly  clear  mentally;  no  positive  evidence  of  a  central 
lesion.  Four  of  these  attacks  in  three  days  produced  a  fatal  exhaustion  and  he 
died  December  20th. 

Autopsy:  The  left  lung  was  bound  by  pleuritic  adhesions  from  an  attack  of 
pneumonia  when  young.  The  esophagus  was  dilated  and  the  wall  thinned  the 
whole  length,  the  maximum  of  fusiform  dilation  being  at  the  middle  third. 
The  mucosa  showed  evidence  of  chronic  inflammation  but  no  ulceration.  There 
were  no  signs  of  stricture  fibrosis  or  muscular  hypertrophy  at  the  hiatus  or 
cardia.  The  stomach  was  normal  and  the  adhesions  to  the  parietal  wall  very 
slight.  The  spleen  was  enlarged. and  had  metastatic  infarcts  scattered  over  the 
cortex.  The  heart  showed  evidence  of  old  inflammatory  deposits  on  the  valves 
and  also  fresh  inflammatory  vegetations.  Active  endocarditis  as  well  as  aortitis 
was  in  evidence.  The  kidneys  showed  slight  pathologic  changes.  Liver 
normal.     Brain  not  examined. 

In  this  case  we  find  two  sources  of  vagus  irritation.  The  endocardia  including 
aorta,  and  the  spleen.  Such  lesions  as  these  are  very  commonly  present  with 
only  the  usual  symptoms.  The  primary  vagus  explosions  can  be  accounted  for 
by  assuming  a  progressive  vagotonia  and  consequent  local  spasms  followed  by 
permanent  lesions. 

Certain  it  is  that  the  irritable  vagus,  the  enormously  dilated  esophagus,  and 
the  bad  heart  are  the  chief  clinical  and  pathological  features  of  this  case  and 
the  clinical  history  emphasizes  the  importance  of  a  broad,  comprehensive  study 
of    cardiospasm.     Treated   in   its   incipiency,   before   dilation   was   established, 
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this  disease  could  probably  have  been  cured;  but  dilation  having  progressed, 
food  retention  having  become  a  constant  factor,  the  cardiospasm  from  what- 
ever reflex  irritation  primarily,  became  chronic  and  ultimately  the  cause  of 
death. 

//.  Abstract  case  report.  Lye  stricture.  Boy  age  six  swallowed  lye 
February,  19]],  gradual  closure.     In  November  1911,  impervious. 

Sent  in  to  hospital  for  gastrostomy.  Well  nigh  starved — no  fluids  passed 
into  stomach  for  four  days.  Emaciation  and  extreme  exhaustion.  On  first 
esophagosropic  examination  passed  small  whalebone  bougies  in  group  and  then 
left  a  small  catheter  wired  to  teeth  in  situ  for  subsequent  feeding.  Eemoved 
in  twenty-four  hours  and  eggnog  passed  into  stomach  for  a  few  days.  Patient 
recuperated  rapidly.  Stricture  begins  lower  third  and  is  tortuous.  Two  or 
three  inches  of  fibroid  tube.  Bougies  were  passed — up  to  21  Pr. — once  a  week 
and  patient  did  well  up  to  March  (five  months).  Then  stricture  closed  again 
and  I  had  considerable  difficulty  in  passing  even  Sippey  guide  through 
esophagoscope.  In  fact  had  to  use  filiform  whalebone  bougies  first.  After  that 
dilatation  the  passage  was  kept  clear  for  a  month.  As  it  seemed  inclined  to 
close  tried  the  string  guide  method.  Good  anchorage,  in  fact  protruding  at 
rectum  in  four  days,  and  no  trouble  after  that  to  pass  Sippey  guide  wire 
threaded  on  string  and  then  dilate  with  olive  sounds  in  groups  passed  over 
the  wire.  Gradually  dilated  up  to  31  Pr.  and  patient  swallowed  any  kind  of 
food.  He  became  healthy  and  vigorous.  Dilatation  once  in  six  weeks  sufficed 
and  it  looked  like  a  cure. 

Treatments  had  covered  a  period  of  two  years,  probably  forty  dilatations  in 
all.  The  boy  died  of  acute  septic  meningitis — a  four  days'  illness.  No  ap- 
parent relation  to  the  esophageal  trouble. 


CASE  REPORTS  OF  FOREIGN  BODIES  IN  THE  BRONCHI 
AND  ESOPHAGUS. 

By  JOHN  W.  MURPHY,  M.  D.,  Cincinnati,  O. 

I  think  that  we  can  sometimes  learn  more  from  our  failures  than 
onr  successes,  and  with  the  hope  of  hearing  what  has  been  the 
experience  of  othei's,  doing  this  kind  of  work,  I  thought  it  might 
be  well  to  report  some  of  the  unpleasant  experiences  that  have 
fallen  to  my  lot  with  tuba  eases,  lately. 

I  do  not  know  how  it  affects  the  other  men  doing  this  class  of 
work,  but  I  must  confess  that  I  have  spent  more  sleepless  nights 
and  restle.ss  days  in  worrying  over  my  tulie  eases  than  all  of  my 
other  professional  troubles  combined. 

About  the  time  that  you  are  beginning  to  feel,  after  a  series  of 
successful  extractions,  that  your  equipment  and  experience  are 
sufficient  to  encourage  you  to  feel  that  you  can  approach  the  next 
case  with  the  confidence  and  assurance  that  you  are  going  to 
succeed,  and  this  confidence  is  a  wonderful  asset  in  this  line  of 
work,  when  an  apparently  easy  case  comes  along  that  proves 
your  undoing.  Then  you  wish  the  other  fellow  had  gotten  that 
case,  since  his  results  could  not  possibly  have  been  worse  and 
might  have  been  better. 

The  more  I  see  of  this  work  the  more  I  am  convinced  that  eveiy 
foreign  body  in  the  bronchi  or  the  esophagus  is  dangerous,  and 
the  family  physician,  who  generally  comes  with  the  ease,  the 
parents  or  friends  should  be  informed  that  all  of  these  eases  are 
serious. 

I  am  sure  some  of  my  failures  were  due  to  a  failure  to  care- 
fully consider  all  angles  of  the  case,  and  to  provide  beforehand 
for  any  emergency  that  might  suddenly  arise  during  the 
attempted  extraction. 

Skilled  assistants  are  absolutely  essential,  and  without  them 
even  the  most  elaborate  equipment  may  be  of  little  avail. 

I  know  of  no  work  where  time  is  such  a  factor  in  the  ca.se,  and 
yet  we  should  never  be  in  too  much  of  a  hurry. 

If  the  condition  of  the  patient  is  not  too  alarming,  a  careful 
physical  examination  should  be  made,  and  time  taken  to  study 
the  case  if  the  suspected  foreign  body  is  of  such  nature  that  its 
exact  location  can  be  determined  by  the  X-ray,  we  should  not 
fail  to  call  to  our  aid  the  roentgenologist. 
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The  patient's  descriptiou  of  wliere  the  foreign  hody  is  located 
is  not  always  reliable,  as  was  well  illustrated  in  the  case  of  a 
fourteen-year-old  boy,  brought  in  from  a  neighboring  town 
several  weeks  ago,  with  the  history  of  having  swallowed  a  pin,  sev- 
eral days  befoi-e.  The  patient  could  locate  the  position  of  the  pin 
very  definitely  in  the  neck,  just  back  of  the  thyroid  cartilage.  He 
had  been  taken  to  a  surgeon  with  a  view  of  having  the  obstruction 
removed  by  an  operation.  1  saw  the  case  in  consultation,  and  in- 
sisted upon  an  X-ray  examination  before  attempting  an  extraction. 
The  pin  was  found  quietly  resting  in  the  lower  bowel. 

In  another  case  of  a  three-year-old  child,  suspected  by  the  mother 
of  having  choked  on  a  water  melon  seed,  the  X-ray  disclosed  a  jack- 
stone  in  the  esophagus. 

In  several  cases  of  a  foreign  body  in  the  lower  end  of  the  eso- 
phagus, the  only  pain  complained  of  was  high  up  between  the 
shoulder  blades.  Hence,  the  patient's  feelings  as  to  where  the 
body  is  located,  are  not  a  trustworthy  guide. 

One  of  tlie  most  difficult  problems  for  me  to  learn  is  when  to  quit. 
I  am  satisfied  several  of  my  bad  results  were  due  to  too  prolonged 
attempts  at  extraction.  Once  you  have  seen  the  foreign  body,  it  is 
next  to  impossible  to  quit,  even  when  the  patient 's  condition  warns 
you  to  stop.  You  feel  that  each  attempt  to  grasp  the  body  is  going 
to  be  successful,  and  the  examination  is  almost  sure  to  be  prolonged 
beyond  the  point  of  safety. 

In  brouehoscopic  eases,  the  question  of  doing  a  tracheotomy  is 
often  a  most  perplexing  problem  to  solve. 

To  many  men,  to  do  a  tracheotomy  when  the  patient  is  doing 
apparently  well,  is  a  confession  of  failure,  j^et  it  is  a  mistake  to 
wait  too  long  or  until  the  patient's  condition  is  almost  hopeless. 
Just  when  this  surgical  proceedure  should  be  resorted  to  has  proven 
most  perplexing  to  me. 

I  always  have  the  instruments  ready,  and  I  am  sure  the  prompt 
resort  to  this  remedy  has  resulted  in  saving  several  eases. 
Anesthetics. 

When  to  resort  to  an  anesthetic  is  often  difficult  of  solution. 
Most  bronchoscopic  cases  are  poor  anesthetic  risks,  especially  if 
the  breathing  has  been  such  as  to  weaken  the  patient's  resisting 
powers  too  nmch. 

In  young  children  who  can  be  easily  held,  I  prefer  to  make  my 
first  attempt  without  an  anesthetic,  either  local  or  general,  and 
with  the  patient  in  the  upright  position. 
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Personally,  I  work  much  more  rapidly  with  the  patient  in  this 
position.  This  examination  should  not  exceed  ten  or  fifteen  minutes, 
as  the  shock  is  generally  quite  pronounced.  Should  you  not  succeed 
in  this  length  of  time,  it  is  better  to  allow  the  patient  a  few  hours 
rest  and  then  make  another  attempt  under  general  anesthesia. 

The  three  fatal  cases  I  report  today  are  all  of  my  fatalities  in 
one  hundred  and  twelve  consecutive  cases,  so  my  mortality  is  a 
fraction  over  two  and  six  tenths  per  cent.  (2.6% ),  but  they  have  all 
occurred  recently  when  I  feel  that  my  equipment  and  experience 
should  have  given  better  results. 

So  many  perplexing  problems  are  constantly  arising  in  this  line 
of  work,  and  some  of  my  results  so  discouraging,  I  thought  a  re- 
port of  the  following  cases  might  at  least  show  that  foreign  body 
cases  are  dangerous. 
Case  No.  1. 

In  November,  1914,  a  child  six  years  old  was  brought  to  the  hospital  on 
account  of  very  difficult  breathing,  with  the  following  history:  While  riding 
with  the  father,  who  was  hauling  corn  in  from  the  field,  the  child  was  supposed 
to  have  bitten  off!  the  soft  end  of  an  ear  of  corn,  and  the  same  was  inspired 
into  the  trachea.  The  child  had  been  brought  25  miles  in  an  automobile,  and 
the  foreign  body  had  been  in  position  about  eight  hours.  The  condition  of  the 
child  from  dyspnea  was  bad,  and  the  emergency  was  such  that  an  attempt  at 
extraction  was  made  at  once.  No  anesthetic  was  used  and  the  child  was  held 
on  the  doctor's  lap,  the  family  doctor  having  come  with  the  ease.  No 
difficulty  was  experienced  in  introducing  the  bronchoscope,  and  the  foreign 
body  was  seen,  about  the  size  of  a  small  cork.  Before  it  could  be  grasped, 
it  was  suddenly  inspired  deep  into  the  bronchus.  The  child  immediately  col- 
lapsed and  ceased  to  breathe.  The  instrument  was  withdra-n-n  and  artificial 
resj)iration  administered.  Getting  no  response,  a  rapid  tracheotomy  was  done, 
but  the  child  never  gasped  after  the  foreign  body  was  inspired. 
Comment : 

I  feel  in  this  case  that  a  mistake  was  made  in  attempting  an  extraction  with 
unskilled  assistance.  I  also  under-estimated  the  gravity  of  the  case.  I  reasoned, 
if  the  foreign  body  was  in  the  trachea  as  I  had  every  reason  to  believe  it 
was  from  my  examination,  that  its  extraction  would  be  a  comparatively  simple 
matter.  I  had  not  figured  on  what  might  occur  and  what  did  occur  when  the 
foreign  body  was  deejily  insjiired  with  such  disastrous  results. 
Case  No.  2. 

Child,  twenty-one  months  old,  was  sent  in  from  a  neighboring  city,  April, 
1916,  with  the  history  of  having  inspired  a  bean,  ten  days  before  while 
jilajdng  with  a  bean  bag,  which  it  had  gotten  open.  The  breathing  became 
quite  difficult  at  times,  then  the  child  would  have  some  hours  of  comparatively 
comfortable  breathing. 

When  I  saw  the  case,  the  child  showed  the  effects  of  prolonged  difficulty  in 
breathing,  and  the  exhaustion  of  a  five  hours'  ride  in  the  train. 

Physical  examination  showed  the  child  was  in  a  weakened  condition  from 
refusal    to    take    food, — temperature    102°,    jjulse    very    rapid    and    breathing 
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difficult.     Both  lungs  were  so  full  of  mucous  rales  that  no  foreign  body  could 
be  loealiied. 

As  the  child  was  fast  wearing  itself  out,  we  decided  to  attempt  an  extraction 
at  once.  The  breathing  was  so  labored  that  no  anesthetic  was  employed. 
Some  considerable  difficulty  was  exjierienced  in  introducing  a  tube  of  sufficient 
size  to  be  of  much  use.  The  trachea  seemed  unusually  small.  So  much  mucus 
was  encountered,  that  our  progress  was  exceedingly  slow,  and  I  was  never  able 
to  get  a  view  below  the  bifurcation  on  account  of  the  small  tube  used  and 
the  immense  amount  of  mucus  encountered. 

The  examination  occupied  forty-five  minutes.  No  foreign  body  was  found. 
The  child  was  returned  to  its  bed  in  fairly  good  shape.  Five  hours  later  the 
breathing  became  quite  difficult,  temperature  rose  to  103°,  and  heart  became 
very  rapid,  and  a  tracheotomy  was  done. 

In  spite  of  stimulation  and  oxygen,  the  child  died  twelve  hours  after  it  came 
from  the  operating  room. 
Comment : 

This  case  was  a  poor  risk  to  start  with.  Pneumonia  was  present  and  the 
child  was  in  very  bad  physical  condition. 

The  examination  should  have  been  made  under  an  anesthetic  as  there  would 
have  been  less  shock,  and  the  examination  could  have  been  made  more  quickly. 
Also  a  tracheotomy  should  have  been  done,  sooner. 

The  examination  was  prolonged  beyond  the  point  of  safety. 

Fifteen  minutes  should  have  been  the  limit  in  a  case  of  this  gravity,  while 
I  employed  forty-five.     No  postmortem  was  held,  so  we  do  not  kilow  definitely 
the  cause  of  the  obstruction. 
Case  Mo.  3. 

Child,  twenty-one  months  old,  was  sent  in  July,  1916  from  a  neighboring 
town  with  the  history  of  having  swallowed  a  nickel  five  days  before.  The 
parents  and  family  physician  had  waited,  thinking  the  foreign  body  would 
pass  on  into  the  stomach.  The  child  had  refused  to  take  nourishment  for 
several  days,  so  was  in  a  very  weakened  condition.  An  X-ray  plate  showed  the 
nickel  to  be  situated  just  back  of  the  cricoid,  and  it  looked  as  though 
extraction  would  be  comparatively  easy.  No  anesthetic  was  used.  In 
attempting  to  grasp  the  foreign  body,  it  was  dislodged  and  passed  on  into  the 
lower  portion  of  the  esophagus.  Thinking  it  might  have  passed  on  into  the 
stomach,  no  attempt  was  made  to  follow  it  deeper  into  the  esophagus. 

After  resting  a  few  hours,  another  X-ray  was  taken  and  the  coin  was  located 
in  the  lower  end  of  the  esophagus.     No  further  attempt  was  made  at  extrac- 
tion, as  the  child's  condition  grew  rapidly  worse,  and  it  died  nine  hours  after 
the  attempted  extraction. 
Comment: 

I  am  at  a  loss  to  account  for  this  death.  The  examination  was  not  pro- 
longed, and  a  foreign  body  of  this  character  is  not  generally  considered 
dangerous. 

The  weakened  condition  of  the  child  from  its  refusal  to  take  nourishment, 
together  with  the  shock,  induced  by  examination,  contributed  to  the  fatal 
termination. 

As  I  said  in  the  beginning,  all  foreign  bodies  in  the  trachea,  bronchi,  or 
esophagus  are  dangerous,  and  the  longer  they  are  allowed  to  remain,  before 
an  attempt  at  extraction  is  made,  the  less  able  is  the  patient  to  endure  the 
shock  incident  to  an  examination  of  this  character. 


REMOVAL  OP  AN  UNUSUAL  FOREIGN  BODY  FROM 
THE  UPPER  ESOPHAGUS,  WITH  REMARKS  ON 
PRELIMINARY  TRACHEOTOMY  IN  SUCH  CASES. 

By  NORVAL.  H.  PIERCE,  M.  D.,  Chicago,  111. 

As  I  am  an  unskilled  operator  in  this  field,  I  take  great 
pleasure  in  passing  around  the  largest  foreign  body  that  I  am 
acquainted  with,  namely,  a  bed  spring  taken  from  the  esophagus. 
Tlie  man  was  suffering  from  dementia  praecox,  a  resident  of  the 
insane  asylum ;  thirty  odd  years  of  age.  He  had  a  long  thin  neck. 
Like  many  of  us,  he  had  an  inordinate  desire  to  do  things 
that  he  should  not,  his  particular  temptation  being  to  throw 
objects  through  jjanes  of  glass.  He  held  this  desire  in  check  as  a 
rule,  but  on  this  particular  occasion  he  yielded  to  it,  and  threw  a 
piece  of  iron  through  a  priest's  window  at  the  asylum,  and  was 
punished  by  incarceration.  While  so  incarcerated,  in  order  to 
avenge  himself  against  the  world  he  proceeded  to  eat  up  his  bed 
spring.  This  spring  had  been  in  his  esophagus  about  six  days 
when  I  saw  him.  Attempts  had  been  made  to  extract  it,  but  for 
some  reason  or  other  had  been  unsuccessful.  When  I  saw  him  there 
was  considerable  edema  around  the  aryepiglotic  folds  and  the 
interaryteuoid  region.  Wliile  he  could  bi'eathe  comfortably  when 
not  exerting  himself,  the  moment  he  did  exert  himself  there 
was  a  good  deal  of  stridor,  and  if  you  touched  this  body  it 
would  produce  a  spasm  of  the  glottis.  The  upper  portion  of 
the  hook  was  visible  above  the  arytenoids  by  simply  pressing 
down  the  tongue  firmly  with  a  tongue  depressor.  The  question 
arose  as  to  whether  we  could  get  this  foreign  body  out  without 
an  anesthetic,  and  without  tracheotomy.  He  was'  very  much 
opposed  to  having  anything  done.  He  was  quite  convinced 
that  if  this  body  was  not  disturbed  it  would  "go  down  all 
right."  He  was  led  to  that  conclusion  by  the  fact  that  eight 
nails  had  already  gone  down  before,  and  he  did  not  see  any 
reason  why  this  should  not  pass,  so  that  he  would  fight  if  any 
attempt  was  made  at  extraction.  Therefore,  it  was  evident 
that  we  would  have  to  give  him  an  anesthetic.  Now,  I  was 
fearful  of  what  might  happen  during  forcible  anesthesia,  and 
so    concluded    that    tracheotomy    would    be    advisable.      To    this 
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he  did  not  object  so  tracheotomy  was  done  under  local  anesthesia 
very  easily.  He  was  quite  docile.  After  the  tracheotomy  was  per- 
formed we  anesthetized  him  with  chloroform  through  the  tracheal 
tube,  and  then  extraction  of  the  foreign  body  was  veiy  simple. 
Curiously  enough  it  resisted  considerable  force,  pulling  directly, 
so  that  I  unscrewed  it.  I  gave  it  about  two  turns,  and  then  it  came 
out  very  easily,  ily  explanation  of  that  was  that  the  edema,  the 
infiltration  of  the  tissue,  had  settled  in  around  this  spring,  and  tliat 
in  unscrewing  it  we  unscrewed  it  from  this  edematous  infiltration 
of  the  mucous  membrane.  Everything  went  very  well,  and  he  re- 
covered very  rapidly. 

It  is  very  unusual  that  we  should  be  called  upon  to  do  a  tracheo- 
tomy in  esophageal  foreign  bodies.  However,  it  sometimes  becomes 
necessary,  as  I  know  of  a  couple  of  other  cases  where  the  foreign 
body,  situated  in  the  upper  portion  of  the  esophagus,  has  resided 
there  for  sometime,  producing  edema  of  the  epiglottis  and  arytenoid 
bodies,  and  in  all  such  cases  I  believe  it  is  best  to  perform  a  tracheo- 
tomy before  going  ahead  with  the  extraction  of  the  foreign  body. 
This,  of  coui*se,  is  true  of  foreign  bodies  in  the  upper  portion,  in 
cases  like  this,  Mhere  resistance  to  exti'action  is  sure  to  occur.  In 
other  words,  I  am  inclined  to  always  do  a  tracheotomy  when  I  have 
the  least  suspicion  that  it  is  going  to  be  of  any  value  whatever. 
This  is  because,  as  I  said  at  the  beginning,  I  am  rather  an  unskilled 
operator  in  the  removal  of  foreign  bodies  fi-om  the  trachea, 
bronchi,  or  esophagus. 

I  think  that  the  endeavor  to  escape  tracheotomy  has  been 
accentuated  too  deeply  by  writers  on  this  subject — b.y  Jackson,  for 
instance.  I  mean  that  it  is  better  for  the  rank  and  file  of  men  who 
are  not  so  skilled,  so  wonderfully  dexterous,  not  to  hesitate  to  do  a 
tracheotomy  if  it  is  in  any  way  going  to  facilitate  the  operation.  I 
believe  with  Dr.  Murphy,  that  we  should  resort  most  readily 
to  the  administration  of  a  general  anesthetic,  ily  impression 
is  that  my  work  is  better  carried  on  under  general  anesthesia  than 
under  local  anesthesia  in  the  majority  of  cases. 

DISCUSSION. 

Dr.  J.  C.  Beck,  Chicago,  111.:  Mr.  Chairman,  Gentlemen — I  do  not 
see  why  the  Chairman  selected  me  to  open  this  discussion,  except  that 
he  knows  that  I  know  very  little  about  this  work.  I  rise  to  emphasize 
the  point  made  by  Dr.  Murphy  in  reference  to  assistants.  It  has  been 
my  practice  for  six  or  seven  years  to  always  employ  an  expert  in  every 
case  of  foreign  body  in  the  bronchi  that  has  come  to  me.  I  ask  him 
to  assist  me,  to  the  extent  that  he  removes  the  foreign  body,  while  1 
stand  by  and  perhaps  encourage  him  to  quit  or  keep  it  up,  just  as  the 
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case  may  be.  I  do  not  limit  myself  to  one  man.  We  have  two  or 
three  men  who  do  this  work,  and  I  ask  all  of  these  men.  Dr.  Friedberg 
has  assisted  me  most,  and  has  been  most  successful  in  saving  the  lives 
of  a  number  of  little  patients.  I  refer  all  the  babies  to  him,  when  it 
is  a  matter  of  dexterity  in  handling  the  instruments,  and  an  important 
matter  as  to  time.  I  can  recall  at  least  a  dozen  cases  now,  which  I 
feel  in  my  own  mind  would  have  gone  very  badly  had  I  attempted 
the  work  myself.     That  is  the  point  in  reference  to  Dr.  Murphy's  case. 

As  to  Dr.  Hubbard's  case,  it  is  an  interesting  matter.  I  have  had 
some  experience  in  cardiospasm.  1  had  a  case  which  traveled  from 
El  Paso  to  Chicago  to  be  relieved  of  this  sort  of  condition  which  the 
doctor  had  mentioned.  There  was  the  artificial  stomach,  the  dilated 
esophagus.  We  washed  it  with  lavage,  and  subsequently  used  a  cocoa 
butter  suppository  and  then  there  was  no  difficulty  in  passing  a  sound; 
there  was  absolutely  nothing  organic  in  that  case  that  we  could  dis- 
cover. The  man  had  hyperthyroidism,  and  it  was  subsequently  proven 
that  he  had  tuberculosis  of  the  adrenal.  The  condition  of  the  auto- 
nomic nervous  system  as  an  etiological  factor  in  gastric  spasms, 
intestinal  spasms,  anal  spasms,  and  all  conditions  of  spasms  have  to  be 
considered.  The  disturbance  of  the  autonomic  nervous  system  is  due 
to  a  disturbance  of  the  glandular  system  of  which  we  know  so  little 
definitely:  yet  it  is  proven  in  the  laboratory,  and  also  clinically,  the 
intluence  that  either  a  deficiency  or  excess  of  one  or  mOre  of  these 
glands  has  to  do  with  this  condition.  I  simply  mention  that  this  man 
had  hyperthyroidism.  We  have  no  means  of  determining  these  factors 
chemically,  except  by  feeding  the  patient  a  sort  of  gunshot  prescrip- 
tion of  various  glands,  until  we  finally  find  what  it  is  that  this  patient 
must  get,  and  then  that  particular  gland  therapy  is  pushed. 

As  to  globus  hystericus,  a  condition  of  spasm,  I  am  surprised  that 
the  essayist  did  not  mention  fissures  of  the  upper  portion  of  the  esopha- 
gus, which  have  been  shown  to  be  responsible  in  many  cases.  We  find 
that  there  are  fissures  in  the  upper  portion  of  the  esophagus,  and  by 
stretching  them,  and  touching  with  nitrate  of  ?ilver,  the  globus  hysteri- 
cus— the  pest  of  the  clinic,  is  relieved. 

In  reference  to  Dr.  Pierce's  case,  I  think  I  have  him  beat  on  that, 
although  I  did  not  extract  any  of  the  foreign  bodies  myself.  But  my 
brother.  Dr.  Carl  Beck,  extracted  some  thirty  pieces  in  which  there 
were  nine  actual  full  sized  knives  in  the  stomach.  Had  I  known  the 
nature  of  this  meeting  1  would  have  brought  you  the  photographs  in 
that  case.  That  patient  was  also  insane,  and  was  brought  to  the  Cook 
County  Hospital  under  my  service  because  a  foreign  body  had  gotten 
lodged — a  very  important  one,  a  silver  dollar.  This  man's  esophagus 
was  of  enormous  size  when  a  silver  dollar  would  pass.  You  would 
hardly  believe  that  such  a  thing  would  happen,  but  that  is  exactly 
what  took,  place. 

Question:      How  far  down  did  it  go? 

Dr.  Beck:  It  went  as  far  as  the  lower  part,  where  the  Doctor 
showed  the  stricture  close  to  the  diaphragm.  These  foreign  bodies 
were  removed.  I  would  like  to  have  Dr.  Pierce  in  closing  state  whether 
intubation  is  not  possible  in  some  cases.  I  have  had  some  experience 
with  edema  of  the  esophagus.  A  case  was  brought  to  me  after  an 
attempt  had  been  made  to  remove  a  chunk  of  meat  from  the  upper 
part  of  the  esophagus.  That  was  removed,  but  there  resulted  much 
edema  which  caused  great  embarrassment  in  breathing,  and  an  in- 
intubation  tube  was  inserted  until  the  trouble  ceased. 

Dr.  T.  J.  Harris,  New  York:  I  want  to  emphasize  everything  that 
Dr.  Murphy  has  said  in  his  paper  as  to  the  responsibility  that  we  who 
do  this  work,  little  or  much,  feel  and  ought  to  feel  in  the  care  of  our 
cases,  and  in  fact  the  whole  problem  that  confronts  us.     Strictly  speak- 
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ing,  I  do  not  know  of  any  department  of  Oto-Laryngology  that  requires 
more  thought,  and  gives  more  concern  than  a  tube  case,  so  much  so 
that  it  I  can  conscientiously  get  out  of  it  I  am  glad  to  do  so.  I  feel 
that  the  responsibility  reaches  far  beyond  the  time  when  we  have  suc- 
cessfully extracted  the  foreign  body,  and  done  what  is  necessary  to  re- 
lieve our  patient.  One  of  the  most  valuable  papers,  if  not  the  most 
valuable  paper  touching  on  this  point,  was  that  presented  by  Dr.  Jack- 
son at  the  meeting  of  the  American  Medical  Association  last  year.  He 
told  us  how  essential  and  important  it  Is  to  study  our  cases,  and  appre- 
ciate the  problem  before  us,  and  to  endeavor  in  the  extraction,  to  do  it 
so  that  we  will  not  encounter  the  troubles  so  apt  to  follow  forcible  ex- 
traction. 

I  wish  to  report  a  case  in  a  very  few  words. 

My  patient  (a  fatal  case)  was  a  man  of  3  5  years.  He  came  into  the 
hospital  with  the  history  that  he  had  in  mistake  at  night,  while  gargl- 
ing his  throat,  used  instead  of  peroxide,  ammonia.  He  recognized  the 
error  and  was  quite  positive  that  he  got  it  out  before  swallowing  any. 
I  saw  him  perhaps  four  weeks  after  the  accident.  At  that  time  he 
was  getting  fluids  down  with  difficulty.  He  was  somewhat  emaciated. 
No  X-ray  pictures  taken  before  he  entered  the  hospital.  The  esophago- 
scope  was  passed,  and  we  encountered  a  stricture.  This  was  quite  in 
line  with  what  has  been  said  by  Dr.  Murphy.  The  stricture  was  just 
below  the  cricoid.  The  tube  was  passed  into  the  stomach  without 
difficulty,  and  he  was  immediately  put  under  systematic  dilatation.  He 
came  to  my  office  during  the  months  of  July  and  August  twice  a  week, 
and  I  was  able  to  dilate  that  stricture  up  to  40  French.  He  was  taking 
solid  food.  I  left  on  my  vacation  the  first  of  September,  and  instructed 
him  how  to  pass  the  bougie,  and  he  was  passing  his  bougies  without 
difficulty  when  I  left.  When  I  returned  in  October  he  reported  to 
me  immediately  that  he  was  in  bad  shape,  and  stated  that  he  could 
only  get  down  fluids  again  with  difficulty.  He  was  very  weak,  and  very 
much  emaciated.  It  seemed  very  clearly  a  case  for  the  hospital  and  he 
was  again  sent  in,  and  this  time  a  picture  taken  with  bismuth.  We 
found  the  sac,  spoken  of  here  today,  and  the  ring  2  8  centimeters  from 
the  mouth.  Under  cocain,  (not  under  general  anesthesia)  we  were 
able  with  a  great  deal  of  difficulty  to  find  the  esophageal  opening, 
and  introduce  the  closed  end  of  a  Jackson  dilator,  and  then  I  dilated 
this  stricture  up  to  the  full  width  that  the  dilator  permits.  The  patient 
was  sent  back  to  the  ward.  Immediately  he  was  considered  a  surgical 
case  for  a  gastrostomy,  and  after  consultation  with  the  general  surgeon 
we  were  preparing  to  do  it,  when  the  nurse  informed  me  that  the 
patient  was  able  to  take  fluids.  Within  twelve  hours  after  the  dilating 
he  was  able  to  swallow  fluids,  and  he  kert  on  doing  it.  The  interest- 
ing, or  rather  the  sad  part  of  this  case  followed,  along  the  line  of  Dr. 
Thompson's  report.  Perhaps  a  week  before  the  accident  occurred  the 
esophagoscope  was  passed.  Having  determined,  as  we  thought,  the 
position,  we  found  no  difficulty  in  passing  bougies.  The  bougies  were 
passed  by  one  of  my  assistants  daily  for  a  week,  and  then  as  he  was 
doing  very  well  he  came  into  the  clinics,  being  sent  down  from  the 
ward.  I  began  again  with  a  2  8,  and  ran  up  to  a  4  0  French,  when  I 
found  resistance.  There  had  always  been  resistance  in  passing  the 
bougie.  There  was  that  firm  wall  which  would  always  give,  and  then 
the  bougie  would  pass  on  into  the  stomach.  On  finding  the  resistance 
that  day  I  used  a  trifle  more  force  than  before.  The  man  complained 
at  that  moment  of  some  pain,  not  marked  or  severe.  The  next  day  the 
hospital  called  up  and  said  he  wanted  to  go  home  because  his  wife  was 
very  ill.  The  report  was  that  he  had  had  a  good  deal  of  pain  over  the 
lower  part  of  the  chest,  but  the  house  surgeon  felt  it  safe  to  let  him 
go  home.  Later  I  learned  indirectly  that  he  became  very  ill,  and 
passed  away  at  another  hospital  in  a  few  days.  I  am  sorry  that  I  can- 
not give  that  as  a  fact,  but  I  am  sure  it  is  the  correct  history.     I  have 
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no  doubt  that  the  same  thing  occurred  in  that  case  as  occurred  in  the 
case  which  Dr.  Thompson  mentioned.  The  fibres  of  the  sac  had  been 
dilated,  there  was.no  resisting  power,  and  acute  inflammation  occurred, 
with  death.  The  interesting  point  of  my  case  was  that  the  man  un- 
doubtedly had  an  organic  stricture  behind  the  cricoid  which  we  di- 
lated, and  dilated  successfully.  What  took  place  below  has  always 
seemed  to  me  was  a  stricture  of  a  functional  nature.  In  other  words,  a 
so-called  cardiospasm,  dependent,  of  course  on  the  condition  of  the 
upper  end  of  the  esophagus. 

I  cannot  feel  that  those  cases  can  be  regarded  with  too  great  gi-av- 
ity.  This  case  was  a  chronic  case  from  June  until  October,  then 
there  was  recurrence  so  that  the  patient  was  able  to  eat  with  difficulty 
solid  food.  I  am  thoroughly  satisfied  that  while  I  did  feel  very 
much  the  gravity  of  this  case,  if  I  had  used  my  esophagoscope, 
instead  of  depending  on  using  the  bougie  by  touch,  my  patient  might 
have  been  alive  today.  Dr.  Mosher  brought  out  in  a  paper  pre- 
sented years  ago  in  Boston.  In  fact  all  esophageal  work  should  be 
approached  with  a  great  deal  of  circumspection.  Dr.  Jackson  says 
that  the  esophagus  tolerates  abuse  far  less  than  the  trachea  or 
bronchial  tubes.  Vou  can  do  much  more  in  the  way  of  harming  the 
trachea  or  bronchial  tubes  than  the  esophagus.  A  is^und  of  the 
esophagus  at  all,  especially  in  children,  is  very  apt  to  be  followed  by 
a  fatal  result. 

Dr.  J.  A.  Thompson,  Cincinnati,  Ohio:  I  would  like  to  mention  one 
point  in  connection  with  Dr.  Hubbard's  paper,  which  I  have  never  seen 
in  print,  and  I  do  not  think  it  has  made  much  impression  on  Dr.  Hub- 
bard, and  that  is,  he  does  not  note  in  his  paper  the  dangerous  thinning 
of  the  esophagus  in  these  cases  of  cardiospasm.  Two  years  ago  one  of 
the  surgeons  of  Cincinnati  referred  a  case  to  me  for  examination  to  see 
whether  or  not  there  was  an  organic  stricture.  The  patient  had  had 
difficulty  in  swallowing  for  ten  years.  I  passed  the  esophagoscope  into 
a  large  sac  such  as  we  found  in  these  cases.  I  could  see  the  opening 
into  the  stomach,  as  the  sac  was  clear,  and  there  was  no  difficulty 
in  passing  into  the  stomach.  After  withdrawing  the  esophagoscope  the 
doctor  suggested  that  I  pass  a  bougie,  which  I  did  with  perfect  ease. 
The  patient  swallowed  for  a  week  after  that  without  trouble,  and  then 
returned  to  the  surgeon  with  the  old  difficulty.  He  passed  a  full  sized 
bougie,  as  I  had  done  before.  The  patient  immediately  be- 
gan to  complain  of  extreme  pain,  in  a  few  hours  had  a  tem- 
perature of  104  degrees,  and  was  dead  in  about  76  hours 
from  mediastinal  abscess.  At  the  postmortem  we  got  that  esophagus, 
and  in  the  lower  3  %  or  4  inches  of  it  the  muscular  fibres  were 
exceedingly  hard  to  find.  The  esophagus  was  mucous  membrane,  and 
serous  membrane,  with  no  muscular  structure.  In  all  these  cases 
of  chronic  cardiospasm  we  are  liable  to  find  that  condition.  There 
is  always  danger  in  these  cases  if  we  attempt  to  pass  a  bougie. 

Dr.  W.  B.  Clianiberlin.  Cleveland:  In  connection  with  the  case  of 
stricture  of  the  esophagus  I  would  like  to  mention  two  cases.  But 
before  reporting  these  I  want  to  call  especial  attention  to  the  use  of  the 
Mosher  scope.  I  have  had  experience  with  all  other  scopes,  and  there 
is  no  doubt  in  my  mind  of  the  increased  freedom  which  this  scope 
gives  you.  It  has  an  elliptical,  instead  of  the  usual  round  opening, 
giving  a  wider  lateral  view.  In  connection  with  these  two  cases  I 
also  wish  to  mention  the  new  Jackson  dilator.  I  got  my  idea  from 
Dr.  Dean  while  recently  visiting  in  Iowa  City,  and  also  from  Dr.  Fried- 
berg,  of  Chicago.  There  are  two  prongs  between  which  a  disc  comes 
down.  This  is  controlled  by  the  handle.  One  can  insert  this  into  a  very 
small  stricture,  and  then  run  the  disc  downward,  separating  the  blades. 
Possibly  some  of  you  have  had  difficulty  in  passing  even  a  small  bougie 
through  a  stricture.     After  you  have  once  gotten  the  first  contraction 
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of  a  stricture  broken  by  this  dilator,  it  is  comparatively  easy  to  pass  a 
bougie.  In  the  two  cases  in  which  I  have  had  occasion  to  use  it  1 
have  found  it  especially  valuable. 

One  case,  a  baby  two  years  old,  came  into  the  hospital  greatly 
emaciated,  not  only  from  food  hunger,  but  from  water  hunger.  A 
gastrostomy  was  at  once  performed,  and  the  baby  gotten  into  suitable 
condition  for  operation.  We  found  a  stricture  of  the  esophagus,  com- 
plete, about  eight  inches  from  the  teeth.  After  considerable  difficulty 
I  was  able  to  pass  a  very  fine  filiform  bougie  through  the  stricture.  The 
openings  were  multiple,  possibly  three  or  four,  or  five.  I  located  the 
most  likely  one,  and  passed  a  bougie  down  into  the  stomach,  being 
very  solicitous  even  with  this  fine  bougie  lest  I  had  made  a  false  pas- 
sage. I  thought  it  was  going  to  be  a  comparatively  easy  thing  to  find 
the  end  of  this  bougie  and  pull  it  out  through  the  abdominal  opening: 
but  I  hunted  for  it  for  a  long  time.  I  finally  found  the  bougie  with  a 
Kelly  cystoscope,  using  an  ordinary  head  mirror,  and  pulled  It  out 
through  the  belly  wall.  It  was  now  a  comparatively  easy  thing  to  run 
a  string  down  through  the  stricture,  and  tie  the  ends  together  outside 
the  body.  I  did  not  do  anything  further  at  that  time.  Iiut  merely  left 
the  string  in  place.  A  few  days  later  I  was  much  chagrined  to  find 
that  the  youngster  had  chewed  the  string  in  two.  I  then  passed  two 
strings,  a  large  and  a  small  one,  and  put  on  a  very  fine  piece  of  rubber 
tubing  to  prevent  the  child  again  biting  the  string  in  two.  The  rubber 
tube  irritated  the  mouth  so  much  that  we  had  to  take  it  off  and  leave 
the  string  in  place.  Soon  after  this,  from  the  dilation  caused  by  the 
string,  the  child  was  able  to  swallow.  The  nurse,  who  was  very  re- 
sourceful, tempted  the  child  with  pieces  of  candy.  Before  that  if  even 
a  glass  of  water  was  brought  to  the  child  it  would  yell  and  scream. 
I  left  the  strings  in  position  and  did  nothing  else,  relying  on  the  di- 
lation which  they  would  afford:  just  as  in  the  old  days  we  used  to  pass 
a  filiform  bougie  into  the  urethra  and  leave  it  in  for  the  purpose  ot 
dilatation.  Later  I  was  able  to  get  through  this  stricture  with  the 
Jackson  dilator.  We  finally  passed  larger  bougies,  so  that  the  last  one 
passed  was  a  2.5  or  2  6  French.  The  abdominal  wound  is  closing,  and 
the  child  is  eating  practically  everything. 

Another  very  interesting  case  was  that  of  a  boy  eight  or  ten  years 
ot  age.  He  gave  a  histor.v  of  having  swallowed  a  toy  pipe  five  years 
before.  The  interesting  feature  was  that  this  pipe  was  m  position  for 
some  five  weeks,  and  although  the  child  was  seen  by  a  very  good  man 
the  diagnosis  was  made  of  a  foreign  body  not  in  the  esophagus  but 
in  the  trachea;  the  reason  being  that  the  child  could  swallow  perfect- 
ly. He  had  great  difficulty  in  breathins,  so  much  so  that  in  the 
short  period  of  five  weeks  he  had  developed  a  very  typical  and  marked 
pigeon  breast.  The  child  coughed  the  foreign  body  out  five  weeks 
after  swallowing  it.  The  pipe  as  described  (I  did  not  see  it)  was 
composed  of  candy  with  a  metal  envelop,  and  this  metal  envelop  had 
holes  in  it  so  that  the  food  would  pass  through.  A  few  months  ago 
the  child  developed  difficulty  in  swallowing.  He  could  swallow  soft 
foods  and  liquids,  but  not  solids.  At  the  examination  we  found  the 
larynx  and  trachea  absolutely  normal.  Immediately  behind  the 
cricoid  we  found  a  firm  stricture,  which  we  could  not  get  through  with 
any  sort  of  bougie.  We  later  tried  to  examine  by  means  of  the  X-ray, 
but  this  was  unsuccessful.  The  fluoroscope  was  then  tried,  and  al- 
though I  did  not  see  the  examination,  it  was  reported  that  the  bolus 
of  food  would  fly  down  so  fast  that  one  could  hardly  locate  it.  We 
then  made  a  second  attempt  to  pass  the  bougie  but  failed.  I  now  had 
the  boy  swallow  a  string  before  the  next  examination.  In  this  case 
there  were  apparently  several  openings.  On  making  the  examination 
with  the  string  in  position,  sliding  the  Mosher  scope  over  the  string,  1 
found  much  to  my  surprise  that  the  string  went  down  what  was  to  me 
the  least  likely  of  the  openings  leading  to  the  stomach.  I  had  tried 
all  the  others.     I  passed  a  bougie  down  along  the  string,  but  in  pulling 
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out  the  bougie  the  string  came  out.  I  was  afraid  to  do  anythin.? 
further,  l)Ut  sent  the  child  to  the  ward,  and  had  him  swallow  another 
string  before  the  next  attempt.  At  this  attempt  instead  of  using  the 
bougie  first  I  used  the  Jackson  dilator,  and  dilated  the  stricture.  I 
was  then  able  to  pass  down  a  larger  bougie  without  removal  of  the 
string,  and  was  ultimately  able  to  pass  a  small  sized  Mosher  scope 
through  the  stricture.  This  stricture  was  one  half  inch  in  extent.  The 
rest  of  the  esophagus  was  absolutely  normal. 

In  the  first  case  why  lye  should  pass  down  the  esophagus  ana  cause 
no  lesion  until  a  distance  of  eight  inches  from  the  teeth,  is  more  than 
I  can  say.  There  was  no  scar  formation  in  the  esophagus  or  on  the 
pharyngeal  wall. 

A  word  with  regard  to  Dr.  Murphy's  paper  and  the  upright  position. 
In  the  early  days  we  got  in  the  habit  of  using  the  upright  position. 
That  was  the  position  in  which  we  did  all  our  work,  and  we  have 
found  it  difficult  to  change.  I  found  it  so  myself.  Now  I  use  only 
the  horizontal  i)osition,  except  in  cases  of  adults.  I  am  sure  it  is  very 
much  better.  Another  argument  in  favor  of  the  horizontal  position,  is 
that  if  in  the  uinight  position  the  foreign  body  becomes  dislodged 
gravity  takes  it  down  always.  That  is  a  very  potent  argument  In  favor 
of  the  horizontal  position. 

Speaking  of  anesthesia,  I  know  that  I  have  some  very  good  men, 
certainly  much  better  men  and  men  of  greater  experience  than  myself 
against  me:  but  in  children,  in  spite  of  the  well  formed  opinion  to  the 
contrary,  I  always  use  anesthesia,  and  I  firmly  believe  that  the  shock 
of  the  operation  with  an  anesthetic  is  very  much  less  than  the  shock 
of  trying  to  bold  a  struggling  child.  It  is  not  only  a  shock  to  the  child, 
but  also  a  shock  to  the  operator.  It  is  not  easy  to  operate  when  a 
patient  is  struggling.  Personally  I  do  not  put  myself  in  a  class  with 
Jackson.  I  believe  he  is  in  a  class  by  himself — but  the  fact  that  he 
can  do  an  operation  without  anesthesia  is  no  argument  to  me  that  I 
can  do  it.  He  has  had  more  experience  than  any  man  in  this  country, 
or  possibly  in  the  world. 

Dr.  H.  \V.  Tjoeb.  St.  Louis,  Mo.:  Much  has  been  said  in  the  discussions, 
and  in  the  papers  in  regard  to  inexpertness.  What  I  want  to  say  is 
that  inexpertness  comes  from  lack  of  cases  that  come  to  the  individual 
men  who  are  practicing  laryngology.  Secondly:  to  the  lack  of  organ- 
ization, which  is  of  course  an  important  feature.  Thirdly,  and  not 
least  by  any  means,  to  the  circumstance  that  the  instruments  are 
seldom  in  order.  There  is  a  little  expedient  which  we  have  adopted, 
and  which  I  think  can  be  recommended  for  smaller  communities,  as  it 
has  been  of  some  service.  For  instance.  Dr.  Sauer  and  I  try  to  see 
each  other's  cases  and  work  together.  I  think  a  little  work  in  this 
direction  helps  the  individual  man  very  much,  and  makes  it  possible, 
as  it  were,  to  assure  some  sort  of  organization,  depending,  of  course, 
on  the  activity  of  the  men  doing  this  work.  There  are  good 
rhinologists  and  laryngologists  in  every  community,  and  if  two  or 
three  men  will  work  together  in  this  sort  of  thing,  I  am  sure  that  more 
than  one  case  in  a  period  of  time  will  come  to  successful  issue.  I  am 
willing  to  confess  that  in  my  own  case  T  have  not  been  as  active  in 
prosecuting  this  proposition  as  I  should  be,  but  I  feel  that  results  can 
be  made  much  better. 

I  have  listened  to  this  discussion  on  cardiospasm,  etc.,  and  am 
rather  surprised  that  so  little  has  been  said  about  the  internist's  side 
of  this  question.  We  all  hear  a  great  deal  of  the  surgeon,  the 
laryngologist,  etc.,  but  in  my  humble  opinion  if  the  internist  is  ever 
needed  he  is  needed  in  these  cases  of  esophageal  stricture.  I  feel 
that  that  is  so  important  that  it  should  be  stated  in  this  discussion, 
that  great  help  can  be  secured  by  the  continual  observation  of  the 
patient  by  an  internist,  in  connection  with  this  work. 
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Dr.  L.  W.  Dean,  Iowa  City,  Iowa:  In  our  service  at  this  time  we 
have  a  child  about  12  years  of  age  with  a  perfectly  normal  pharnyx  and 
esophagus  down  to  the  cardia,  and  there  we  have  found  a  marked 
fibrosis  of  the  membrane  with  the  usual  cicatricial  stricture.  My 
explanation  for  this  case  as  well  as  the  one  mentioned  by  Dr.  Chamber- 
lin  is  that  the  child  swallowed  lye  which  was  well  diluted.  U  passed 
down  the  esophagus  rapidly,  and  when  it  was  checked  at  the  cardia 
it  produced  an  irritation  which  resulted  in  a  temporary  cardia  spasm 
•which  retained  the  fluid  until  the  caustic  action  took  place,  resulting 
in  the  stricture. 

Dr.  Hubbard's  report  of  a  case  of  multiple  stricture  reminds  me  of 
a  case  which  we  have  now  in  our  service  which  we  have  only  relieved 
with  great  difficulty.  Three  months  before  the  child  came  under  our 
care  she  had  swallowed  some  lye  which  resulted  in  an  apparently  com- 
plete closure  of  the  esophagus.  No  water  had  been  swallowed  for 
at  least  two  months. 

A  gastrostomy  had  been  performed  several  months  before  the 
patient  came  to  our  hospital.  On  passing  the  tube  we  found  a  very 
small  stricture  near  the  cardiac  end  of  the  esophagus  about  one  and 
one-half  inches  from  the  stomach.  On  passing  a  small  bougie  through 
this  stricture  it  came  in  contact  with  what  was  apparently  a  solid 
fibrous  wall.  The  second  obstruction  was  not  more  than  an  inch  below 
the  first.  I  was  unable  to  tell  whether  the  second  wall  was  complete 
or  whether  there  was  a  second  stricture  eccentric  to  the  first.  1  used 
a  Jackson  dilator  and  readily  dilated  the  upper  stricture,  allowing  me 
to  pass  a  ver.v  small  bougie  and  find  a  second  stricture  which  was 
eccentric  to  the  first.  The  case  is  now  being  dilated  in  the  ordinary 
way,  and  the  result  so  far  is  just  fairly  good. 

I  am  very  much  interested  in  Dr.  Hubbard's  report  of  a  case  of 
cardiospasm,  because  for  several  years  1  have  been  searching  in  our 
service  in  Internal  Jledicine  and  in  the  Laryngological  service  for  a  case 
of  cardiospasm  and  as  yet  have  not  had  a  single  case  diagnosed.  Per- 
sonally I  have  come  to  the  conclusion  that  cardiospasm  is  exceedingly 
rare. 

I  would  like  to  have  Dr.  Hubbard  in  answering,  and  Dr.  Pierce,  and 
Dr.  Murphy,  state  their  opinions  as  to  the  rarity  of  this  condition  which 
1  have  not  seen. 

Dr.  MuiTJhy  (closing  the  discussion  I:  Mr.  President,  answering 
these  questions  Ijackward.  1  would  say  to  Dr.  Dean,  as  to  cardiospasm, 
that  I  have  also  been  watching  for  a  case  of  this  kind.  I  have  heard  and 
read  a  good  deal,  liut  have  not  yet  found  a  case  of  pure  cardiospasm. 
I  had  a  case  about  a  year  ago  in  which  I  was  ready  to  make  the  diagno- 
sis of  cardiospasm  in  a  woman  62  years  old,  but  examination  with  the 
esophagoscope  showed  that  she  had  a  very  firm  growth  at  the  lower 
end  of  the  esophagus.  At  that  examination  I  dilated  the  stricture  and 
for  a  week  or  ten  days  she  did  very  nicely,  and  then  it  closed  again. 
We  then  made  an  opening  Into  the  stomach,  and  I  iiassed  a  tube  of 
radium  down  through  the  scope.  This  stricture  was  so  tight  that  it 
required  considerable  force  to  get  through.  The  radium  was  allowed 
to  remain  over  night.  It  was  withdrawn  the  next  morning,  and  then 
of  course  the  woman  was  fed  through  the  stomach  opening.  Whether 
it  was  the  radium  or  the  rest  that  helped  that  stricture,  I  am  not  able 
to  say,  but  in  two  weeks  time  the  woman  left  the  hospital  and  was  able 
to  swallow  perfectly.  After  several  weeks  she  wrote  me  that  she  was 
so  well,  the  only  thing  that  annoyed  her  was  the  opening  into  the 
stomach,  and  she  wanted  it  closed.  I  wrote  her  that  if  she  would  come 
to  the  city  I  would  close  the  opening,  but  she  shortly  after  took  a  cold 
and  died. 

Dr.  Beck:      How  much  radium  did  you  use? 

Dr.  Murphy:      Fifty  milligrams. 

Dr.  Harris:      What  was  your  idea  in  using  the  radium? 
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Dr.  Murphy:  Because  of  the  malignant  growth  present.  Whether 
it  was  the  radium  or  the  rest  that  helped  her  I  cannot  say. 

I  have  not  really  seen  a  case  of  cardiospasm. 

Speaking  of  sword-swallowing,  we  had  a  rather  amusing  case  when 
I  was  with  Koehler.  One  day  a  professional  sword-swallower  came  to 
the  clinic,  complaining  that  he  had  swallowed  a  bone  which  was  stick- 
ing in  his  esophagus.  On  learning  that  he  was  a  professional  sword- 
swallower  Koehler  remarked  that  he  didn't  think  a  little  bone  ought  to 
disturb  a  man  of  that  kind. 

As  to  Dr.  Chaniberlin's  remarks  in  reference  to  position — that  is  a 
hard  problem  to  solve.  When  you  find  the  surest  way  to  operate  you 
feel  like  adopting  that  way,  and  the  upright  position  is  much  easier  for 
me  than  the  recumbent. 

However,  I  am  coming  to  believe  more  and  more  that  an  anesthetic 
is  the  safer  method  than  to  try  to  hold  a  child.  In  my  case  In  which 
the  child  inspired  the  nub  of  corn-cob,  I  believe  that  an  anesthetic 
would  have  prevented  struggling,  and  it  was  the  struggling  which 
caused  the  foreign  body  to  be  drawn  deeper  into  the  bronchi,  with 
fatal  result. 

As  to  the  case  of  stricture  in  which  Dr.  Iglauer  was  called — I  see 
many  cases  with  him.  In  fact,  whenever  I  can  I  try  to  have  as  Dr. 
Loeb  says,  the  assistance  of  someone  who  is  competent  to  go  ahead  and 
see  the  case  from  different  angles.  He  may  suggest  something  which 
you  do  not  see.  These  cases  come  in  under  great  excitement,  the  family 
doctor  is  excited,  everybody  is  excited,  and  the  excitement  is  likely  to 
be  contagious.  You  feel  that  you  have  to  hurry  up  and  do  something 
— get  busy,  when  it  is  very  seldom  that  that  is  the  case.  Dr.  Iglauer 
had  a  boy  from  the  mountains  of  West  Virginia,  with  a  typhoid  stric- 
ture. He  had  an  opening  in  the  stomach,  and  I  worked  from  the 
stomach  end  while  Iglauer  worked  from  the  mouth.  We  brought  our 
tubes  together  until  the  light  could  be  seen  between  these  and  the  thin 
stricture  of  the  esophagus.  Then  Dr.  Iglauer  with  that  as  a  guide  burnt 
a  hole  through  at  this  thin  membrane  with  the  electric  cautery  point, 
and  then  passed  in  a  bougie.  I  was  watching  for  the  lower  end  of  the 
bougie,  but  I  could  not  discover  where  the  bougie  was.  I  finally 
passed  my  finger  into  the  stomach  through  the  opening  and  found  the 
bougie  had  come  down  the  wall  of  the  esophagus  along  into  the  wall 
of  the  stomach,  so  that  a  large  part  of  the  bougie  had  passed  in  and 
curled  around  the  stomach  wall.  Another  peculiar  thing  about  this 
case  was — the  father  insisted  on  taking  the  child  home  two  or  three 
days  later.  Half  way  home  he  wired  back  that  the  child  had  been 
able  to  eat  a  good  meal  on  the  train,  and  had  been  able  to  swallow 
ver.v  comfortably.  What  had  happened  to  allow  the  child  to  do  that 
we  do  not  know,  but  it  only  goes  to  show  that  peculiar  things  occur  In 
some  cases.  The  child  died  several  weeks  later,  but  we  do  not  know 
from  what  cause:  possibly  from  a  mediastinal  infection,  but  we  do 
not  know.  Why  the  child  should  have  been  able  to  swallow  a  day  or 
two  later  was  one  of  the  questions  we  could  not  solve. 

Dr.  Pierce  (closing  the  discussion  :  I  have  very  little  to  add,  ex- 
cept in  reply  to  Dr.  Beck's  query  as  to  whether  intubation  might  not 
be  the  best  means  of  overcoming  the  laryngeal  stenosis  in  these  cases. 
I  should  say  that  it  it  would  be  found  that  intubation  was  sufficient, 
we  should  perform  intubation:  but  in  all  probability,  in  these  cases 
where  the  edema  is  high  up,  the  tracheotomy  tube  would  be  more  ad- 
visable, inasmuch  as  the  edema  might  mount  over  the  laryngeal  tube. 

In  my  experience  these  spasms  of  the  esophagus  are  exceedingly 
rare.  I  do  not  know  that  I  have  seen  one  for  six  years,  and  then  the 
ease  I  saw  at  that  time  was  not  in  my  practice.  I  think  these  cases 
go  to  the  general  practitioner  more  than  to  the  specialist. 
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Dr.  li.  W.  Dean,  Iowa  City,  Iowa:  Just  a  word,  Mr.  Chairman.  We 
have  a  very  large  service  of  neurology,  internal  medicine  and  pediatrics 
in  the  University  Hospital.  In  these  three  services  any  patient  with 
a  suspicion  of  an  esophageal  lesion  is  examined  fluoroscopically,  by 
means  of  the  X-ray,  and  is  referred  to  me  for  esophagoscopy.  The 
heads  of  these  departments  as  well  as  myself  have  been  looking  tor 
a  typical  case  of  cardiospasm  for  a  number  of  years,  and  up  to  the 
present  time  we  have  not  found  one  case. 

Dr.  W.  B.  Clianiberlin,  Cleveland,  Ohio:  May  I  have  another  word,  Mr. 
Chairman,  in  regard  to  position,  apropos  of  Dr.  Murphy's  reply?  I 
realize  that  my  first  dissatisfaction  in  regard  to  the  position  of  a  patient 
in  the  horizontal  was  due  to  the  fact  that  I  did  not  have  a  properly 
constructed  table.  I  got  the  idea  from  Skillern  of  how  important  it 
was  to  have  a  table  adjusted  to  the  fraction  of  a  degree.  I  was  not 
able  to  get  a  Killian  table,  but  we  secured  a  table  made  in  Cincinnati 
by  the  Max  Wocher  and  Sons  Company.  It  is  on  the  same  principle 
practically  as  the  Killian,  and  is  very  efficient.  I  have  used  it  in  the 
neighborhood  of  a  year.  It  is  fairly  inexpensive,  costing  some  seventy 
or  eighty  dollars.  To  me  it  is  extremely  important  to  have  a  com- 
fortable position  while  operating.  If  you  have  a  stool  adjusted  to  a 
nicet.v,  and  a  table  so  adjusted  that  when  you  sit  on  the  stool  the 
heighth  of  the  tube  comes  on  a  level  with  the  eye,  it  is  exceedingly 
valuable  and  important. 

Dr.  Hubbard  (closing  the  discussion):  Mr.  Chairman,  in  reference 
to  the  discussion  of  Dr.  Beck,  I  will  say  that  I  simply  tried  to  emphasize 
the  point  that  each  case  of  cardiospasm  should  l)e  approached  from  a 
neurological  standpoint.  In  fact  most  of  these  cases  ultimately  find 
their  way  into  the  hands  of  an  expert  neurologist. 

Pure  cardiospasm  with  attenuation  of  the  esophagus,  was  men- 
tioned by  Dr.  Thompson.  We  should  bear  this  condition  constantly  in 
mind.  A  thin  walled  esophagus  with  saculation  should  be  treated 
with  great  care  in  the  passage  of  bougies.  The  same  applies  to  the 
use  of  the  esophagoscope.     A  rupture  is  very  liable  to  happen. 

I  have  no  doubt  also  that  organic  stricture  in  the  upper  portion  of 
the  esophagus  is  associated  with  spasmodic  strictures  below,  and  what 
passes  for  multiple  strictures  are  in  part  spasmodic.  It  is  almost  im- 
possible to  eliminate  the  spasmodic  element  in  all  organic  strictures. 

The  oval  tube  suggests  a  little  history.  The  first  tube  passed  into 
the  esoiJhagus  for  diagnostic  purposes  was  passed  by  Kussmahl 
about  1S40.  He  had  a  case  of  carcinoma  of  the  esophagus.  One  evening 
he  happened  to  attend  a  circus,  and  saw  a  man  swallow  a  sword,  and 
it  entered  his  mind  that  if  a  man  could  straighten  out  his  pharyngeal 
and  esophageal  tract  to  permit  him  to  swallow  a  sword,  he  could  pass 
an  oval  tulje.  He  had  it  constructed  and  with  a  battery  of  lamps  was 
able  to  actually  study  the  carcinoma  through  the  same  type  of  tube  that 
Mosher  is  using.     That  gave  Killian  the  idea  of  direct  esophagosco))y. 

Dr.  Dean's  explanation  of  the  location  of  the  most  serious  erosion 
at  the  cardia  in  lye  cases  is  probably  correct.  That  is  the  point  where 
the  lye  is  temporarily  checked  in  passing,  producing  irritation  with 
slight  spasm,  retention  and  deep  erosion.  Of  course  in  most  of  these 
cases  we  get  slight  erosion  all  the  way  down. 

The  care  of  instruments  is  a  very  important  matter.  If  you  go 
into  a  case  with  instruments  working  poorly  you  are  anxious  about 
them,  and  you  cannot  do  your  best  work.  In  the  care  of  tubular  for- 
ceps, in  fact  all  instruments  of  tubular  character,  or  instruments  of 
complex  mechanism  of  any  type  whatsoever,  if  you  soak  them  in 
spiritus  saponatus,  Ger.  Ph.,  you  will  have  little  or  no  trouble  with 
your  instruments.  This  has  to  be  made  very  carefully.  If  you  will 
follow  the  German  Pharmacopoea  implicitly  you  will  get  a  clear  amber 
tinted  liquid.     It  contains  an  excess  of  potassium  hydrate  sufficient  to 
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sterilize  anv  instrument.  You  need  not  be  bothered  with  boiling  to 
s  er  ze.  You  can  take  them  directly  from  the  solution,  wiPe  them  in 
sere  gauze  and  feel  that  they  are  sterile  and  also  lubricated.  It  further 
mikes  sterilization  with  alcohol  possible  because  the  oleate  is  soluble 
m  alcohol  If  you  put  instruments  in  mineral  oil  or  gasoline  you  can- 
not sterilize  with  alcohol,  because  alcohol  does  not  dissolve  mineral  oil. 


r.     TWO      UNUSUAL      BRONCIIOSCOPIC      CASES      WITH 
SPECIAL  INSTRU-MENTS  USED  UN  EXTRACTION. 

Jl.     SPONTANEOUS    EXPULSION    OP    AN    UPHOLSTERY 
TACK  FROM  THE  RIGHT  BRONCHUS. 

By    .SAMUEL   IGLAUER,    M.    D.,    Cincinnati,    O. 

The  following  broneho.scopic  eases  present  some  unusual  features 
both  in  the  nature  of  the  foreign  bodies  and  in  the  methods  of  their 
extraction. 

Case  1.     Sicd-Jarl-elcd  BiiUel    in    iltc  Left  Bioitchiis. 

IXiring  the  mobilization  of  troops  in  the  summer  of  1916,  Edward  B., 
aged  six  years,  was  given  a  U.  S.  rifle  cartridge  for  a  toy.  The  steel-jacketed 
bullet  came  ont  of  its  shell  and  on  July  7,  1916  while  jdaying  with  the  bullet 
in  his  mouth  it  slipped  down  his  throat. 

On  the  advice  of  his  family  physician,  he  was  brought  to  the  CJincinnati 
General  Hospital  three  days  later. 

Pliysifiil  Examinution  showed  increased  expansion  and  hyper-resonance  over 
the  right  chest.  The  left  chest  showed  impaired  expansion  and  diminished 
resonance  with  breath  sounds  ab.sent  except  in  the  apex  region.  The  heart  was 
transposed  to  the  left  with  the  apex  lieat  in  the  fifth  interspace  2..5  cm.  from 
the  nipple  line. 

A  roentgenogram  showed  the  bullet  point  downward  in  the  left  bronchus. 
The  left  lung  gave  a  very  dense  shadow  and  the  heart  was  transposed  to  the 
left.     (Fig.  I.) 

Operation.  July  10,  lOlli,  morphia  gr.  Vg  and  atropine  gr.  1/200  were 
given,  and  ether  followed  b.y  chloroform  was  administered.  An  8.5  cm.  Kahler 
bronchoscope  was  introduced  through  the  mouth  'and  the  foreign  body  was 
found  finnly  impacted  in  the  left  bronchus.  With  the  ordinary  forcejis  which 
1  had  available  I  «as  unable  to  grasp  the  foreign  body  so  that  I  finally 
employed  a  flexible  forceps,  (Fig.  II.)  which  I  had  designed  for  another 
l)urpose.  Aided  largely  l)y  touch  impai'ted  through  this  flexible  forceps,  the 
bullet  was  grasped  by  the  blunt  end  and  withdrawn  with  the  bronchoscope. 
It  was  2.5  mm.  long  and  7  uuu.  wide.    (Fig.  V,  A.) 

After  operation   tlie  jiatient   was  slightly  hoarse  and  showed  evidence  of  a 
.severe  bronchitis  but  within  a  week  was  discharged  in  good  condition. 
f'((,sr  //.     Umbrella  Ferrule  in   the  liight  Bronchus. 

Carlos  II.,  aged  12  years,  was  admitted  to  the  Cincinnati  General  Hospital 
on  .lanuary  4th,  1917.  He  stated  that  on  the  afternoon  of  the  same  day,  while 
standing  on  the  edge  of  the  curb-stone  with  what  he  thought  at  that  time  was 
a  small  brass  bell  between  his  teeth,  his  small  brother  came  up  behind  him 
and  gave  him  a  push  and  threw  hiui  oft>  the  curb.  As  he  left  the  curb'  ho 
gave  a  gulp  and  "swallowed"  the  bell,  lie  at  once  had  pain  in  his  right 
I'liest    and    lie   hail    ilitticiilty    in    breathing.      He   was    rushed   to   the   Cincinnati 
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Geueral  Hospital,  tlioiigli  at  this  time  he  suffered  very  little  paiu  except  when 
lie  took  a  deep  breath. 

riiH-sical  Exainhiutiuii.  The  patieut  was  at  ouee  taken  to  the  X-ray  room 
and  the  fliioroseope  showed  a  thimble-shaped  object  in  the  right  bronchus 
al)out  two  inches  below  the  bifurcation.  {The  child  was  also  given  a  glass  of 
bismuth  mixture  to  drink  and  the  fluid  could  be  seen  passing  down  behind 
the  object.)  An  X-ray  plate  was  made  at  the  same  time  showing  the  foreign 
liody  well  down  in  tlic  riirlit  bronchus.  (Fig.  IV.)  The  respiratory  expansion 
ivcr   tile    riglit    side   was    ncii    as  marked   as   over   the   left.      On   perciission   no 


Fis.   1. — Roenti; 


ins   bullot   in   loft   hronchus 


Areas  of  dullness  could  be  found.  Auscultation  revealed  breath  sounds  in  both 
(nngs.  Init  more  feeble  in  the  right,  which  lead  to  the  conclusion  that  tho 
foreign  body  either  had  a  hole  in  it,  or  that  there  was  a  by-jiass  for  the  air. 
During  auscultation  the  patient  was  shaken  by  the  interne  but  no  tinkling 
sound  could  be  elicited,  but  on  questioning  the  patient  he  informed  me  that 
I  lie  bell  had  no  clap]ier. 

Opi'ratioii.  Jan.  4,  1917.  Under  chloroform  drop  anesthesia  a  Kahler 
bronchoscope  was  passed  and  a  thimble-like  body  with  its  wide  end  uppermost 
<\as  located  firmly  impacted  in  the  right  bronchus.  A  small  hole,  apparently 
1   111    inch    in   diameter,   thnnmli    which   the   air   bubbled,    cnnld   be  seen    in   the 
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distal  end  of  the  foreign  bod).  Forceps  of  various  kinds  were  rei)eatedl> 
applied  to  the  free  edge  of  the  foreign  body,  but  they  all  sUppeJ  off  since 
traction  seemed  to  tilt  the  foreign  body  and  force  its  sharp  edge  into  the 
opposite  bronchial  wall.  The  end  of  a  hooked  probe  was  introduced  throug'i 
the  hole  in  the  "bell,"  and  at  one  time  1  thought  the  foreign  body  had  dropped 
into  the  pharynx  as  the  bronchoscope  was  being  withdrawn.  To  determin.- 
the  exact  position  of  the  foreign  body  the  patient  was  then  taken  to  the  X-ray 
room,  but  the  fluoroscofie  showed  the  foreign  body  in  its  original  position.  Upon 
returning  to  the  operating  room  a  Jackson  tube  Avas  ]iassed  without  further 
anesthesia,  but  the  forcej)S  slipj)ed  as  before. 

At  one  time  the  child  ceased  breathing  and  a  tracheotomy  was  begun,  bui 
the  child  reacted  as  the  skin  was  cut.  The  operation  was  discontinued  at  this 
time,  pending  the  manufacture  of  a  special  extractor.  This  was  made  on  the 
following  day,  according  to  my  design,  and  consisted  of  a'  long  l)rass  rod  with 
a  tapering  screw  thread  at  one  end  which  was  intended  to  be  screwed 
into  the  hole  in  the  end  of  the  foreign  body,  on  the  principle  of  a  bolt  and 
mit.    (Pig.  IV.) 


acted   througrh   a 


Secoiul  Operation.  Jan.  .5,  1917.  .Since  1  feared  from  my  previous  experience 
with  the  case  that  the  foreign  body  might  become  dislodged  and  fixed  crosswise 
at  the  tracheal  bifurcation,  or  that  it  might  strip  off  below  the  vocal  cords,  I 
had  determined  on  a  preliminary  tracheotomy  through  which  I  could  better 
meet  or  obviate  this  accident,  furthermore  T  did  liot  wish  to  repeat  a  general 
anesthetic. 

Under  loc^il  anesthesia  a  low  tracheotomy  was  made  through  which  a  shore 
(9  mm.)  Jackson  bronchoscope  was  introduced  and  the  foreign  body  located. 
Dr.  Merrick  McCarthy,  who  was  assisting  me,  then  screwed  the  special  extractor 
into  the  hole  in  the  foreign  body,  which  was  easily  withdrawn  with  the 
bronchoscope  until  the  tracheal  opening  was  reached,  when  it  was  stripped  off. 
I  immediately  seized  it  with  a  forceps  and  extrr.cted  it.  It  proved  to  be  a 
brass  umbrella  ferule  l.i  nnn.  long  and  10  mm.  in  its  widest  diameter.  (Fig. 
V,  B.) 

Comment.  These  cases  illustrate  certain  features  of  foreign  bodies  in  the 
bronchi.  In  the  first  place  physicians  and  laymen  realize  that  foreign  bodies 
can  readily  be  removed  and  patients  are  no  longer  neglected,  but  are  more 
frequently  sent  to  clinics  and   hospitals. 

The  physical  findings  and  roentgenograms  were  characterized  in  the  first 
ease  for  complete  obstruction  of  a  bronchus,  while  in  the  second,  although  the 
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foreign  body  was  a  large  one,  a  bypass  for  air  could  be  diagnosticated.  The 
necessity  for  imjirovising  instruments  to  meet  unusual  conditions  is  especially 
well  demonstrated  in  Case  II.  I  find  that  Richardson,  (1)  devised  an  instrument 
resembling  a  corkscrew  to  remove  a  rubbei'  eraser  ^vhich  plugged  a  bronchus, 
while  the  instrument  which  1  employed  may  be  likened  to  a  bolt  and  nut.  The 
use  of  a  flexible  forceps  has  some  advantages  when  the  tactile  sense  is  employcil 
in  extraction,  since  there  is  but  slight  danger  of  traumatizing  the  tissues  with 
such  an  instrument.  Although  Jackson's  (2)  contention  is  correct,  that  foreign 
bodies  should  be  seised  under  ocular  guidance,  still  in  exceptional  cases  with 


Fig".  3. — Roentgrenogram  showing'  umljrella  ferrule  in  rigrlit  l:ironcluis. 

proximally  lighted   tubes   we  must   also   depend  to  a   considerable   degree   ui)on 
touch  as  well. 

II.  SPONTANEOUS  EXPULSION  OF  AN  UPHOLSTERY  TACK  FROM 
THE  RIGHT  BRONCHUS. 
On  the  afternoon  of  September  6th,  1914,  while  playing  with  an  upholstery 
tack,  a  little  girl,  V.  R.,  aged  six  years,  lost  the  tack  in  a  piece  of  cloth,  and  in 
shaking  out  the  cloth  the  tack  dropped  into  her  mouth.  She  was  immediately 
seized  with  violent  coughing  fits.  Those  about  her  inverted  her  and  attemjjted 
to  dislodge  the  foreign  body. 
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Dr.  (.■|iiirle<  H.-isol  was  .•allcl  a  short  time  tlicivaftcr,  an<l  lu'  i'.Isd  attL>m|it.',l 
invoisiiin,  but  fniiiKl  that  lliis  im-rcasecl  the  i.-(nif;biiiK.  At  my  suggestidii 
(telephone)  the  patient  was  taken  at  once  to  the  Jewish  Hospital,  and  Dr.  S. 
Liinge  made  a  loentgenogiani,  which  showed  the  tack  lodged  head  downward 
in  the  right  hronchns,  ojiposite  the  fourth  rib  posteriorly. 

On  examination  there  was  slight  conghing  Imt  no  dyspnea.  lMi|iairod 
resonance  and  feeble  breath  sonnds  were  fonnd  over  the  base  of  the  right  lung 
with  squeaking  rales  chiefly  on  the  right  side.  The  <hild  was  given  ]-20ii 
grain  of  atropine  and  sent  to  the  operating  room.  Before  the  anesthetic  was 
administered  I  found  that  the  nmst  snitable  forceps  for  the  case  was  out  of 
order.  I  therefore  decided  tn  postpone  the  bronchoscojiy  until  8  o  "clock  the 
same  evening. 

A  short  time  after  I  luid  left  the  hospital,  the  interne.  Dr.  F.  (ioldenlierg. 
tele]>honed  me  that  the  child  had  coughed  up  the  tack.  It  measured  IS  mm. 
in  Icnyth.  and  the  hoa.l   was  7  iiini.  in  diameter.      (Fig.   V,  C.  i 
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FiK.  4. — lUuslratiiiK  bolt  and  nul  piinciple  of  e.xtraclion  of  tiit-  ferrub' 
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Fig-.  5. — A,  bullet,  ; 
ferrule,  actual 
tack,   actual   si 


jal  size,  removed  from  bronclius  (Fig-.  1). 
ze.  removed  from  Ijronchus  *  Fij?.  3).  < 
spontaneously   expelleo    from    iironclius. 


Comment.  Unfortunately,  I  have  been  unable  to  find  the  X-ray  ]date  of  this 
case,  which  pnues  to  be  a  rather  important  one  since  J.ackson  (2)  in  his  recent 
book  states  that  a  foreign  body  of  this  kind  has  never  been  expelled  spontan- 
eously. 

From  the  increa.sed  coughing  on  inversion  we  may  assume  that  the  tack  was 
at  first  free  in  the  air  passages.  Additional  factors  favoring  sjiontaneous  ex 
jiulsion  were  the  short  so.iourn,  (three  to  four  hours)  of  the  foreign  body,  the 
rest  in  bed;  the  administration  of  atropine  which  ]iossibh'  relieved  the  spasm 
of  the  bronch.is,  which  had  been  manifested  by  the  squeaking  rales  and  finally 
the  tack  proved  to  have  but  a  moderately  sharp  point. 

The  manner  of  entrance  as  well  as  exit  of  this  foreign  body  was  certainly 
out  of  the  ordinary. 
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DISCUSSION. 

Dr.  J.  \V.  Murphy,  C.incinnatl,  Ohio:  The  cases  leijorted  by  Dr. 
Iglauer  are  very  interesting.  The  point  tliat  he  Ijrought  o\it  as  to  the 
(lillicult.v  of  removing  a  foreign  body  of  this  character  after  it  has  been 
in  the  lungs,  was  well  emphasized  in  a  case  whieii  1  had  last  summer. 
The  longer  these  bodies  remain  impacted  the  more  swollen  the  tissues 
become,  and  the  greater  difficulty  there  is  in  extracting  them.  Last 
summer  a  patient  of  Dr.  Bledsoe,  who  had  been  wearing  a  tracheotomy 
tube  for  a  number  of  years,  while  walking  along  the  street  lost  the 
stem  of  the  tracheotomy  tube.  He  went  to  the  doctor's  office,  who 
at  once  sent  him  over  to  me.  To  my  surprise,  the  patient  was  having 
no  discomfort.  There  were  no  local  symptoms,  and  physical  examina- 
tion was  negative,  so  much  so  that  I  was  doubtful  whether  the  foreign 
body  had  been  inspired,  thought  iiroljably  it  might  have  dropped  in 
the  clothing  some  place.  The  stem  was  three  inches  long.  There 
was  not  much  difficulty  in  this  case  in  making  an  examination,  as  we 
already  had  the  tracheotomy  opening,  so  a  lower  bronchoscopic  exam- 
ination was  made,  but  I  was  not  able  to  locate  the  foreign  body. 
Thought  it  might  probably  be  in  the  trachea.  I  then  decided  to  see 
if  the  X-ray  would  give  any  information,  but  not  being  able  to  find  any 
of  the  men  in  at  that  time,  I  decided  to  make  another  attempt,  going 
below  the  bifurcation.  I  first  explored  the  right  bronchus,  thinking 
probably  it  had  gone  in  that  direction,  but  with  negative  results.  I 
then  explored  the  left  bronchus  and  found  the  foreign  body  firmly 
imbedded  in  it,  so  much  so  that  I  was  not  alile  to  see  it  until  the 
.lackson  tube  came  down  upon  it.  It  had  become  encysted  and  so 
impacted  in  the  lung  as  to  Ijecome  practically  a  part  of  the  lung. 
There  was  no  difficulty  in  breathing:  no  pain.  I  attempted  to  grasp  the 
end  of  the  tul)e.  The  mucous  membrane  was  much  swollen  and  over- 
hanging the  end  of  the  tube.  Also  the  flange  end  was  up,  and  that 
made  it  much  more  difficult.  It  was  only  after  considerable  manipula- 
tion that  I  was  able  to  grasp  the  tube  and  bring  it  up  to  the  opening, 
when  a  new  difficulty  presented.  The  flange  end  was  larger  than  the 
tracheotomy  opening,  and  while  attempting  to  grasp  it  with  the 
hemostat  it  was  loosened  and  fell  back  into  the  trachea.  In  a  short 
time  I  succeeded  in  getting  it  again,  and  brought  it  to  the  opening, 
when  it  was  grasped  with  a  hemostat  and  held  until  the  tracheotomy 
opening  could  be  enlarged,  when  it  was  withdrawn.  The  interesting 
feature  was  that  this  large  tube,  almost  three  inches  in  length,  and 
so  near  the  size  of  the  bronchial  tube,  should  have  formed  really  a  firm 
part  of  the  tube  and  cause  no  discomfort  whatever.  So  much  so  that  I 
was  very  much  in  doubt  whether  we  had  a  foreign  body  until  we 
were  able  to  grasp  it. 

Dr.  G.  W.  Boot,  Chicago,  111.:  In  this  connection  I  would  like  to 
speak  of  a  case  which  1  reported  some  four  years  ago.  Five  years  ago  a 
boy  eight  years  of  age  was  given  a  toy  l)ow  and  arrow  for  Christmas. 
He  was  holding  the  end  of  the  arrow  in  his  mouth  when  the  head,  a 
thimble-shaped  object,  was  inhaled.  Following  this  the  boy  had  two 
or  three  attacks  of  pneumonia  from  which  he  recovered.  He  then  was 
considered  by  his  attending  physicians  as  having  developed  t.  b.  His 
parents,  who  were  Germans,  took  him  to  Germany.  There  he  was 
examined  by  a  couple  of  physicians  who  failed  to  ft-nd  the  cause  of 
the  trouble.  He  was  brought  back  to  America  after  the  money  was 
all  gone,  and  taken  to  the  Children's  Memorial  Hospital  for  an  X-ray 
liicture.  The  plate  was  develoi)ed  and  set  up  in  the  examining  box. 
The  boy  and  the  physician,  who  happened  to  be  in  the  hospital  at  the 
time,  and  the  mother,  went  in  to  see  the  picture.  Before  the  physician 
could  say  anything  the  boy  said,  "There  it  is  mother,"  pointing  to  the 
foreign  body  in  the  picture.  I  was  called  then  to  see  the  case.  I  did 
a  tracheotomy  and  searched   for  the  foreign   body,   which   was  in  the 
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left  lung,  but  failed  to  find  it.  Passed  the  bronchoscope  tube  down 
the  left  bronchus,  and  examined  all  the  branches  but  could  find  no 
foreign  body.  I  waited  a  week,  and  then  made  another  examination 
under  local  anesthesia  through  the  tracheotomy  wound,  but  again 
found  nothing.  After  another  week  the  examination  was  repeated 
under  local  anesthesia,  Init  again  with  negative  results.  I  noticed, 
however,  that  when  I  passed  one  point  in  the  left  bronchus  the  boy 
would  invariably  cough.  There  was  a  small  patch  of  granulation  at 
this  point.  I  passed  the  probe  into  the  left  Ijrcnchus,  into  all  the 
divisions  I  could  find,  without  touching  anything.  I  then  probed  where 
this  patch  of  granulation  was  and  felt  a  click,  and  the  boy  insisted 
that  he  heard  it;  so  without  seeing  the  foreign  body  I  passed  a  pair 
of  dilating  forceps  into  the  opening  and  the  thimble-shaped  object  was 
caught  in  the  branches  of  the  forceps  and  withdrawn. 

In  connection  with  Dr.  Iglauer's  third  case,  I  would  like  to  mention 
the  case  of  a  young  man  who  came  to  the  Cook  County  Hospital  two 
years  ago,  with  a  history  of  having  eaten  ice  cream  on  January  1st, 
and  swallowed  a  pin.  This  pin  had  been  somewhere  in  liis  anatomy 
for  about  two  months,  when  he  came  to  the  hospital.  I  ordered  an 
X-ray  picture  so  as  to  locate  the  foreign  l)ody,  but  before  it  could  be 
taken  the  boy  had  a  coughing  spell  and  expelled  the  pin.  In  that  case 
I  think  the  pin  had  penetrated  from  the  esophagus  into  the  trachea. 
The  boy  had  lieen  coughing  up  Ijlood  l)efore  he  came  to  the  hospital. 
As  soon  as  the  pin  had  been  expelled  the  patient  thought  his  troubles 
were  over  and  left  by  the  back  door,  without  telling  us  anything  about 
it,  and  we  saw  nothing  further  of  him. 

In  speaking  of  this  case  to  one  of  my  patients,  she  said  that  when 
a  young  woman  she  had  inhaled  a  pin  which  had  given  no  particular 
trouble,   and  several  months  afterwards  she  coughed  it  up. 

Dr.  H.  W.  lioeb,  St.  Louis,  Mo.:  The  last  case  of  Dr.  Iglauer's  re- 
minds me  of  a  case  I  had,  with  a  somewhat  different  result.  I  assume 
in  instances  of  this  kind,  the  broad  part  being  made  of  light  metal  is 
carried  in  first,  and  therefore  expelled.  The  case  that  I  had  was  that 
of  a  doctor  who  had  a  fat,  short  neck.  Some  of  you  who  have  had 
similar  experiences  can  imagine  what  sort  of  a  case  it  was.  He  came 
from  the  country.  He  had  been  having  his  teeth  treated,  and  the 
dentist  had  lost  one  of  his  instruments.  He  had  not  had  any  symp- 
toms, but  he  wanted  a  ijicture  taken.  The  picture  showed  tlie  dental 
instrument  with  the  sharp  end  (it  was  not  a  broach)  sticking  in  the 
trachea  just  above  the  liifurcation  on  the  right  side.  I  attempted  to 
remove  it  under  a  general  anesthetic,  but  failed  because  I  was  not 
expert.  Had  a  good  deal  of  assistance,  but  no  one  succeeded  in  getting 
it.  He  was  having  no  symptoms,  no  cough,  and  I  would  not  have 
known  it  was  there  except  that  the  instrument  had  disappeared.  I 
undertook  to  remove  it  the  following  day,  but  in  the  meantime  another 
picture  was  taken,  and  this  showed  the  instrument  sticking  in  the 
right  vocal  cord.  Hefore  we  undertook  a  second  operation  we  had  a 
fluoroscopic  picture,  and  then  found  the  instrument  in  the  secondary 
bronchus,  sticking  uj).  I  was  not  very  anxious,  nor  was  any  one  else 
very  anxious  to  go  down  after  that  particular  instrument,  the  feeling 
being  that  removal  would  rip  open  the  bronchus.  I  told  the  Doctor 
that  if  it  was  my  bronchus  I  would  take  it  to  Jackson.  By  the  time 
he  reached  Jackson  it  had  reached  the  tertiary  lironchus.  It  took 
Jackson  eleven  seconds  to  get  it  oiit,  without  an  anesthetic. 

Dr.  Thomas  Hubbard.  Toledo,  Ohio:  I  think  this  question  of  anes- 
thesia and  tracheotomy  is  a  good  subject  for  open  discussion.  It  should 
be  decided  on  general  surgical  princijiles,  and  that  a  man  should  not 
feel  any  hesitancy,  or  feel  that  he  is  doing  wrong  if  he  does  a  tracheo- 
tomy and  the  same  applies  to  the  anesthetic.     Tracheotomy   helps  to 
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straighten  the  l)ronchial  angle  and  allows  the  oiierator  to  work  tlirough 
a  charter  tube. 

Dr.  Chamberlin  brought  up  the  question  of  anesthesia.  1  think  tliis 
iiuestion  is  worthy  of  discussion,  and  in  the  end  general  surgical  prin- 
ciples will  prevail.  1  think  that  1  do  better  work  and  more  careful 
work  under  general  anesthesia.  And  1  would  further  in  reference  to 
anesthesia — Dr.  Iglauer's  case  brings  this  matter  up — avoid  comljined 
narcosis.  The  anesthetist  works  better  with  one  anesthesia.  While  in 
an  adult  it  is  allowable  to  give  small  doses  of  morphine  occasionall.v, 
even  that  should  be  done  with  great  caution.  In  general  avoid  confus- 
ing the  anesthetist  by  the  administration  of  two  or  more  narcotics.  You 
may  get  the  accumulative  effects  from  them  when  you  least  expect  them. 

I»i-.  I'ierce:       You  mean  in  case  of  a  foreign  body? 

Dr.  Hubbard:  This  ai)plies  i)articularly  to  any  oi)eration  in  the  lower 
respiratory  tract. 

Dr.  D.  W.  Ijiiynian,  lndiaua|)olis,  Ind.:  Since  Dr.  Loeb  reported  his 
case,  1  would  like  to  si)eak  of  a  similar  case  which  1  had  in  Indianapolis 
— a  case  of  a  dental  reamer,  accidentally  droi)ped  into  the  patient's 
mouth  and  inspired  by  the  patient.  I  took  the  case  over  to  Dr.  .lackson, 
of  Pittsburgn,  and  he  very  successfully  removed  the  instrument,  which 
was  found  in  the  secondary  bronchi,  well  down.  Dr.  .Jackson  told  me 
at  the  time  that  he  was  going  to  make  a  special  report  of  these  dental 
foreign  body  cases,  namely  dental  reamers  and  broaches.  It  seems  to 
me  that  a  report  of  such  cases  would  l)e  of  great  value,  especially  in 
warning  the  dentists.  I  think  there  are  Quite  a  few  of  these  cases 
tnat  have  not  been  reported,  and  if  reported  the  dentists  might  be  led 
to  Hnd  some  mechanical  way  of  preventing  such  accidents. 

Dr.  J.  ('.  Heck.  Chicago,  HI.:  Dr.  Iglauer's  paiier  l)rought  out  a  point 
— that  of  transferring  the  patient  from  the  oiierating  room  to  the  tluoro- 
scopic  room,  then  back  again.  It  has  been  our  custom  to  operate  these 
cases  in  the  fluoroscopic  room.  Of  course  the  room  must  be  large 
enough  so  you  can  do  this  work.  Not  only  that,  but  the  preliminary 
picture,  which  in  children  is  necessary,  or  the  fluroscopic  examination 
for  diagnosis  is  made  under  an  anesthetic,  and  therefore  the  fluoro- 
scojiic  room  should  be  so  constructed  as  to  enable  one  to  operate  in  this 
room.  Make  your  tluroscopic  examination  and  operate  at  the  same 
time,  thus  avoiding  the  carrying  the  patient  back  and  forth,  which  is 
certainly  a  taxation,  a  very  great  inconvenience,  and  a  time-taking 
proposition. 

The  second  point  is — the  brass  tack  and  its  spontaneous  expulsion. 
Contrary  to  that,  I  had  a  case  of  a  similar  nature,  in  which  we  made 
two  attempts  and  failed.  The  patient  went  up  to  Rochester.  There 
they  failed  in  the  first  attempt,  liut  in  the  second  attempt  svicceeded 
in  removing  the  brass  tack. 

1  was  called  one  time  to  Wisconsin  to  see  a  case  of  foreign  body  in 
the  bronchus.  A  boy,  seven  years  old,  was  seized  with  a  pain  in  the 
chest,  and  on  inciuiry  of  the  l)oy  what  the  trouble  was,  he  pointed  to 
the  light  of  the  gas  fixture.  They  discovered  that  the  gas  tip  was  miss- 
ing. The  fear  was  that  he  inhaled  it.  The  family  doctor  was  called, 
he  having  at  this  time  three  cases  of  bronchitis  and  jineumonia  in  this 
family  under  treatment.  1  did  not  reach  there  until  early  next  morn- 
ing. Then  the  proposition  was  that  a  picture  would  have  to  be  taken, 
l)Ut  this  liecame  very  inconvenient.  I  told  the  doctor  we  would  wait 
until  the  next  morning.  The  next  morning  we  had  a  frank  bilateral 
pneumonia.  Fortunately  it  was  inconvenient  to  get  the  X-ray  apparatus, 
as  the  wait  saved  this  child  from  manipulation  and  possibly  death. 
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One  ot  the  first  cases,  and  about  the  only  case  I  ever  had  in  which 
1  removed  a  foreign  body  successfully  from  the  right  bronchus,  was  a 
case  in  which  a  miniature  lamp  had  been  inhaled.  This  case  was 
operated  U|)on  early  in  the  days  of  bronchoscopy.  I  made  a  tracheotomy 
and  saw  the  foreign  body.  The  patient  was  allowed  to  come  out  ot  the 
anesthetic  somewhat,  1  tickled  his  throat  with  a  probe,  and  he  coughed 
the  foreign   body  out. 

A  most  interesting  case  of  spontaneous  expulsion  of  a  foreign  body 
was  Ballenger's  celebrated  case,  in  which  the  foreign  body  was  deep 
down  in  the  laiynx.  The  child  w-as  brought  from  Mexico  in  a  special 
car.  The  doctor  cocainized  very  thoroughly  and  he  and  I  could  see  the 
foreign  body,  through  the  swollen  mucous  memliraue  of  the  larynx. 
The  patient  was  ordered  transferred  to  the  hospital  for  the  purpose  of 
removal  of  the  foreign  body.  On  the  way  to  the  hospital,  over  the  jar- 
ring pavements  of  Chicago  streets,  the  child  coughed  and  expelled  the 
foreign  body,  which  was  a  piece  of  a  palm  leaf  fan. 

Dr.  Iglaiier  (closing  the  discussion):  It  is  grow'ing  late  and  I  shall 
not  talk  very  long. 

Dr.  Murphy  brought  up  the  question  of  swelling  around  the  foreign 
body.  1  think  that  can  lie  somewhat  relieved  by  applying  adrenalin  to 
the  mucosa,  possibly  adding  a  little  cocain.  He  also  brought  out  th<; 
fact  that  it  was  very  hard  to  see  a  hollow  foreign  body  through  the 
bronchoscope.  We  had  this  same  difficulty  with  this  ferrule,  which  fit- 
ted so  tiglit  that  the  most  prominent  thing  to  my  eye  was  the  hole  in  the 
end  of  the  ferrule.     One  is  apt  to  look  through  hollow  foreign  bodies. 

The  question  of  tracheotomy  has  lieen  touched  upon  by  several 
speakers.  I  think  we  all  hesitate  to  do  a  tracheotomy  because  .Jackson 
gets  along  without  one;  but  the  average  man  of  more  limited  experi- 
ence, if  he  feels  that  conditions  are  such  that  he  can  succeed  better 
with  a  tracheotomy  he  had  perhaiis  liest  not  postpone  it  too  long.  I 
do  not  Iielieve  that  tracheotomy  in  itself  is  a  very  dangerous  operation. 
Most  tracheotomy  subjects  recover  unless  they  have  diphtheria,  or 
something  of  that  kind  as  a  complication.  Jackson  of  course  contends 
that  you  do  not  get  a  better  angle  liy  doing  a  tracheotomy;  that  by 
moving  the  patient's  head  to  the  left  or  right  one  can  get  in  the  opposite 
bronchus  as  easily  as  one  can  through  a  tracheal  incision.  There  is  one 
advantage:  one  can  introduce  a  larger  tube  through  the  trachael  in- 
cision. In  the  boy,  12  years  of  age,  we  were  able  to  get  down  a  No.  9 
Jackson  tube.  We  could  not  have  introduced  it  through  the  mouth. 
On  the  other  hand,  Jackson  points  out  that  the  small  tube  has  certain 
advantages,  as  it  permits  of  more  liberal  movement,  the  small  broncho- 
scope can  lie  moved  from  side  to  side,  but  the  large  one  cannot.  Pos- 
siljly  in  the  case  of  the  ferrule,  had  I  had  the  special  extractor  I  might 
have  pulled  the  foreign  body  out  through  the  mouth  as  easily  perhaps 
as  it  came  through  the  trachea,  but  there  was  certainly  great  danger  of 
its  slipping  off  and  falling  back.  I  think  in  this  case  we  were  justified 
in  using  the  tracheal  incision. 

Dr.  Hubl^ard  lirought  up  the  question  of  anesthesia  after  administer- 
ing narcotics  and  other  drugs.  I  do  not  believe  the  doctor  would  object 
to  the  administration  of  atropin.  especially  as  he  comes  from  that  part 
of  the  state  where  it  is  lauded  as  the  great  iireventer  of  shock,  as 
worked  out  by  Crile. 

l>r.  Hubbard:  With  atropin  you  lose  the  pupil  reflexes  as  a  guide  in 
the  work. 

Dr.  Islauer:  That  may  be,  but  it  has  the  additional  advantage  of 
drying  uji  the  secretions,  which  is  a  great  aid.  Now  it  is  questionable 
whether  morphin  or  codein  should  be  given.  Jackson  objects  because 
it  does  away  with  the  cough  reflex.  Killian  advises  codein  Ijefore 
doing  suspension   laryngoscopy  in   children.      According  to   Hewitt   the 
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ether  cliloroform  sequence  is  safer  than  chloroform  from  the  start  the 
chief  danger  of  chloroform  l)eing  during  tlie  first  stages  of  anesthesia. 

Dr.  l^eclv  spolve  of  tlie  advantage  of  having  the  fluoroscope  in  the 
same  room  in  which  you  do  your  operating.  The  Doctor  has  been  in 
the  Cincinnati  Hospital  and  will  recall  that  the  X-ray  room  is  in  the 
liasement.  We  have  no  trouble  in  taking  the  jiatient  down  on  the 
elevator  and  bringing  him  back.  It  only  takes  a  few  minutes.  He 
thought  I  was  coniiielled  to  desist  because  I  took  the  patient  to  the 
X-ray  room.  That  was  not  the  case.  It  gave  me  a  much  needed  rest, 
and  also  saved  time  in  searching  for  the  foreign  body  which  possiblv 
had  slii)|)ed  down  the  esoiJhagus.  The  patient  was  brought  back  to  the 
operating  room,  but  given  no  more  anesthetic  and  the  operation  con- 
tinued until  I  decided  that  he  had  had  enough  manipulation  for  that 
day. 

In  this  particular  case  in  which  I  did  a  tracheotomy,  we  were  both- 
ered with  a  peculiar  form  of  bleeding.  The  child  would  bleed  only 
on  expiration  or  on  coughing.  We  could  not  see  where  the  blood 
came  from.  It  seemed  to  come  from  under  the  nniscle.  We  finally 
went  ahead  and  ignored  the  hemorrhage.  The  hemorrhage  ceased 
when  the  bronchoscope  was  put  in.  but  after  the  foreign  Ijody  was  out 
he  began  to  l)leed  again.  We  enlarged  the  incision  to  one  side,  and 
round  a  vein  which  had  been  bleeding,  and  had  given  us  this  intermit- 
tent hemorrhage. 


REPOKT      OF      SIX      CASES      OF      DYSPHAGIA      AND 
DYSPHONIA    OF    DENTAL    ORIGIN. 

By  THOilAW  J.  HARRIS,  JF.  U.,  Xew  York,  X.  Y. 

AiiioiifT  the  many  recent  adviiuei-s  in  medieal  seienee  none  is  oL" 
more  importance  than  that  wliieh  has  Ijeeu  so  forcibly  brought  to 
the  attention  of  tlie  i)rofession  in  the  last  few  years  by  the  work 
of  Rosenow  and  Billings  in  showing  the  important  role  that  focal 
infection  plays  in  the  ijroduction  of  systemic  disease. 

We  as  laryngologists  have  had  tliis  iniiircssed  upon  us  in  the 
many  discussions  whicli  lia\c  taken  place  with  the  tousil  as  a 
l)attle-ground,  until  today  tliere  is  little  dissent  from  the  opinion 
tliat  the  diseased  tonsil  is,  if  nothing  more,  a  decided  menace  to 
good  health.  It  is  important,  however,  to  constantly  bear  in  mind 
that  the  tonsil  is  only  one  i)ossii)le  cause  of  infection  and  that  in 
determining  tlie  sources  of  systemic  di.sea.se  every  possible  centro 
juust  be  considered.  Tlie  danger  of  falling  into  error  by  over- 
looking this  fact  has  been  shown  by  our  fellow-member,  Dr. 
Charles  W.  Richardson,  who,  in  a  paper  a  short  time  ago,  reported 
a  numbiM-  of  cases  where  the  tonsils  had  been  removed  for  th" 
relief  of  systemic  disease  and  later  the  cause  of  the  trouble  was 
found  to  reside  el.sewhei'e.  as  well  as  a  second  group  where  the 
patients  Were  sent  to  him  with  the  request  that  the  tonsils  be 
removed  for  the  relief  of  certain  trouble  and  where  he  was  abh^ 
to  demonstrate  the  existence  of  a  focus  of  infection  elsewhere. 

Of  e(pial  iiii|>()rtance  as  a  cause  of  infection  with  the  tonsils  is 
disease  of  the  teeth,  li!  sjiite  of  the  adiiiiralile  work  of  Hartzell 
and  others  there  is  still  a  surprising  ignorance  of  the  subject  on 
the  part  of  physicians  and  especially  of  dentists.  Great  credit  is 
due  to  the  educational  cam])aign  which  the  wortli.y  secretary  of 
this  Society  has  been  carrying  on  to  enlighten  both  phy.sicians  and 
dentists  of  the  deadly  peril  that  lies  in  the  apical  tooth  abscess. 
In  a  dense  sea  of  ignorance  his  has  been  almost  the  only  voice 
raised  to  urge  tiiat  due  weight  should  be  paid  to  this  important 
source  of  infection. 

It  is  truly  amazing  in  sjiite  of  all  that  has  been  written  and 
said  how  densely  ignorant,  or  what  is  even  moi'e  reprehensible, 
how  indifferent   the  inaiority  of  dentists  are  to  the  subject.     Th^' 
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altitudt'  of  one  pi'oinincnt  dentist  in  New  York,  honest  in  every 
respect  and  doing  aeeording  to  the  accepted  dental  standard  the 
highest  grade  of  work,  is  characteristic  of  the  gi'eat  mass  of  the 
|)rofessiou.  In  a  recent  conversation  witli  him  he  did  not  hesitate 
to  declare  that  the  whole  suhjcct  was  purely  a  fad  on  the  part  of 
dishonest  or  visionary  dentists  and  that  all  the  present  craze  ahovit 
l)ulling  ti'ctii  was  nothing  less  than  criminal. 

We  do  not  desire  to  enter  at  further  length  upon  this  suhject, 
hut  o>u-  own  strong  feelings  over  it  lead  lis  to  say  what  we  have 
prefatory  to  the  report  of  a  hrief  series  of  cases  illustrating  what 
to  us  is  an  altogether  new  manifestation  of  focal  infection  proceed- 
ing fi'om  the  teeth. 

Case  1.  S.  G.,  ajje  40,  \vms  first  seen  June  21st  of  last  year  complaining 
that  for  five  days  he  liml  luul  iliHifulty  in  deglutition.  There  was  no  history 
of  a  foreign  body,  no  |iain  in  llie  tliroat.  Fluids  \Yent  down  easily  Imt  it  was 
ilifficult  or  ini])0ssible  to  swallow  solid  food.  Examination  of  the  throat  was 
negative.  There  was  no  infliunniation  of  the  jiharj-nx,  larynx  or  mouth  of  the 
oso]iliagns.  No  direct  examination  was  nuide.  Patient  was  a  schoolmaster 
approaching  the  end  of  the  school  year  and  naturally  more  or  less  tired. 
Strychnine  was  prescribed  and  the  jtatient  was  instructed  to  report  in  two  days. 
When  next  seen  the  difTiculty  in  swallowing  liad  materially  increased  so  that 
e\en  fluids  were  gotten  down  with  some  difficulty.  There  was  also  great 
fatigue  in  talking  so  that  the  ])atient  found  it  trying  to  speak  above  a  whisper. 
A  second  examination  of  the  throat  revealed  no  inflammatory  condition.  At 
this  time  attention  was  ]>articularly  directed  to  the  teeth  which  were  found  to 
be  extensively  goldcai)ped.  Based  u|>on  our  previous  experience  with  the  teeth 
this  was  regarded  with  suspicion,  and  an  X-ray  picture  was  ordered  to  be  taken 
at  once.  This  revealed  abcesses  at  the  apices  of  numerous  of  the  gold-capped 
teeth.  Immediate  extraction  of  the  abscessed  teeth  was  advised.  This  was  per- 
formed the  eighth  day  of  the  disease.  A  culture  made  from  the  jnis  of  the 
teeth  showed  streptococcus  viridans.  Rapid  improvement  in  swallowing  took 
jilace  and  in  two  weeks  time  the  difficulty  in  swallowing  and  speech  had  en- 
tirely disapjieared.  The  patient  during  the  brief  interval  between  the  onset 
of  the  attack  nml  the  surgery  of  the  moufli  had  lost  a  consideralile  amount  of 
weight  wliicli  rc(|niicd  a  nnnilier  of  weeks  to  be  restored. 

Case  2.  A.  1^.,  age  33,  Avas  first  seen  July  21st  with  the  complaint  that  for 
one  year  he  had  had  dilficulty  in  speaking  and  in  swallowing.  Patient  w'as  a 
man  of  normal  size,  gave  no  history  of  previous  illness  and  there  was  no  sus- 
jiicion  of  any  central  lesion.  The  condition  of  the  voice  attracted  attention  at 
once.  There  seemed  to  be  little  power  over  the  larjnigeal  and  pharyngeal 
muscles.  It  suggested  decidedly  the  voice  of  a  child  suffering  from  an  attack 
of  ]iost-diptheritic  paralysis  of  the  soft  palate.  Examination  of  throat  and 
hirvnx  w;is  entirely  negative.  The  patient's  occupation  was  not  one  that  de- 
nKuideil  Mun-li  voice  use.  I'orinerly  he  had  been  a  choir  singer  but  for  the  last 
year  had  to  give  it  up.  Pyorrhea  alveolaris  was  discovered.  An  X-ray  of  the 
teeth  showed  no  apical  abscess.  Careful  treatment  of  the  pyorrhea  was  begun. 
Imnu^dinte   iniproviMnent   in    the   syni|itoms   followed.      The   ]iharynx.   voice   and 
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swallowing    steadily    iiii]iioved    and    at    end    of    the    two    iiiontlis    he    was    vir- 
tually well. 

Case  .}.  Mrs.  J.  C,  age  32,  was  first  seen  August  21st,  conijjlaiuing  of  an 
obstruction  in  the  throat.  She  was  exceedingly  nervous  and  could  not  sleep; 
examination  of  throat  was  negative.  Diagnosis  of  hysteria  was  tentatively 
made  and  internal  medication  ordered.  Some  improvement  followed,  but  not 
pronounced.  At  second  visit  attention  directed  to  teeth;  an  X-ray  of  teeth 
was  ordered.  Abcesses  at  the  apices  of  four  teeth  were  found  and  the  teeth 
extracted.  Streptococcus  viridans  was  discovered  in  pus.  An  autogenous  vac- 
cine was  administered.  Great  inqirovement  took  place.  Patient  at  the  end  of 
three  months  discharged  well. 

Case  4.  Hospital  case,  young  man,  age  20,  presented  himself  complaining 
of  inability  to  swallow.  Examination  of  throat  negative.  This  case  was 
examined  with  the  esophagosco]>e  with  negative  findings.  Patient  showed 
evidences  of  dental  abcess.  An  X-ray  was  ordered  and  the  diagnosis  confirmed. 
Extraction  of  abscessed  teeth  was  performed  with  pr(un]rt  and  satisfactory  re- 
lief of  symptoms. 

To  these  we  are  able  to  add  by  the  courtesy  of  Dr.  Uaskiii  the  reports  of  two 
other  cases  of  a  similar  nature. 

Case  1.  F.  C,  age  15,  was  referred  to  Dr.  Ilaskin  for  loss  of  voice  which 
had  extended  over  ten  days.  A  diagnosis  was  made  of  hysterical  laryngitis. 
Patient  was  pale  and  seemed  mentally  depressed;  poor  ai>petite.  Adenoids  and 
tonsils  had  been  removed.  Examination  of  teeth  showed  the  upper  six  year 
molars  to  be  in  bad  condition  and  ])ainfnl  upon  pressure  over  the  roots. 
Radiograph  proved  them  to  be  badly  fil!e<l  and  with  infection  at  the  ai)ices. 
The  fillings  were  extracted  with  the  escape  of  offensive  gas  and  secretion. 
Prompt  recovery  of  the  voice  took  place. 

Case  2.  Mrs.  M.  P.,  age  62,  presented  licrself  on  account  of  great  difficulty 
and  pain  in  swallowing.  There  was  a  history  of  rheumatism  and  bad  heart. 
Examination  showed  a  small  jiocket  of  pus  in  the  left  tonsil,  seven  badly  dis- 
eased roots  with  marked  jiydrrhea  and  much  pus;  blood  ])ressure,  280.  The 
pus  pocket  in  the  tonsil  was  opened  and  drained  without  relief  to  the  symptoms. 
The  entire  se\eu  teeth  were  then  extracted.  Immediate  improvement  followed 
with  little  pain  for  over  a  week.  With  the  e.xceirtion  of  a  single  ap|)lication 
of  nitrate  of  silver  to  the  lingual  tcjusil  no  further  treatment  was  given.  Two 
weeks  after  the  extraction  of  the  teeth  i>atien*^  rejiorted  beiug  entirely  free 
from  all  difKculfj-  or  pain  in  swallowing  and  feeling  Ijetter  than  in  years.  Blood 
jiressure  continued  to  drop  until  two  months  after  the  ojieration  it  had  fallen 
to  385. 

Tlic  (■linical  liistoi-y  and  outcome  in  those  six  eases  have  been  of 
more  than  ordinary  interest  to  us. 

Tile  eondition  of  the  first  ease,  S.  (J.,  when  first  seen  was  such 
as  to  o'ive  us  decided  coneern.  He  was  an  old  [latient  who  had 
not  l>een  ill  for  years  and  not  jiiven  to  eomplaint.  His  inability  to 
swallow  as  well  as  talk  when  Hrst  seen  had  already  be^un  to  affeet 
his  general  healtli  and  the  pain  and  a]>parent  paralysis  of  the 
iiuisele  of  swallowing  and  sjieakino-  r;i|)idly  increased  in  the 
short   time   elapsinu-   before   the   true   cause   of  the  symptom   ei)m- 
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plained  of  was  realized  and  the  proper  ti'eatment  instituted.  He 
was  totally  unaware  of  having  any  trouble  with  his  teeth.  Exam- 
ination of  the  mouth  sliowed  extensive  bi'idge  work  in  both  the 
upiier  and  lower  jaw.  The  X-ray  picture  revealed  large  abscesses 
at  the  apices  of  more  than  eight  teeth.  Equally  i-apid  with  the 
onset  of  the  symptoms  was  the  relief  secured  by  the  removal  of 
the  diseased  teeth. 

In  ease  two  the  symptoms  were  not  so  pronounced  but  had 
c.\tended  over  a  uuicli  longer  period  of  time.  As  stated  in  the 
report  of  the  case,  the  character  of  the  voice  was  peculiar  and 
attracted  immediate  attention  upon  his  entering  the  consultation 
room.  It  was  first  strong  but  almost  immediately  weakened  and 
suggested  a  partial  or  complete  loss  of  function  of  the  pharyngeal 
muscles.  Here  the  troul)le  was  not  one  of  apical  abscess  but  of 
extensive  pyoi-rhea.  We  employed  here,  after  the  proper  treat- 
ment had  been  given  to  the  teeth,  an  autogenous  vaccine  over  a 
considerable  period  of  time.  The  organism  was  the  same  as  is 
wont  to  be  found  in  most  of  the.se  cases,  streptococcus  viridans. 

Case  three  was  also  a  chronic  case  with  many  of  the  sjmiptoms 
of  what  we  are  apt  to  pronounce  those  of  hysteria.  Diagnosis  of 
diseased  tonsils  had  been  made  and  an  operation  recommended 
althoiigh  there  was  almost  no  tonsil  present.  Here  also  the  use 
of  an  autogenous  vaccine  in  connection  with  dental  and  other 
treatment  effected  satisfactory  result. 

Case  four  was  more  acute  in  its  onset.  No  history  could  be 
elicited  of  foreign  body  nor  the  swallowing  of  an  irritating  fluid. 
His  complaint  in  regard  to  swallowing  was  so  pronounced  however 
that  we  felt  warranted  in  making  an  endoscopic  examination  which, 
of  course,  re\'ealed  notliing.  Serious  trouble  was  found  in  this 
j)atient's  mouth  and  proper  treatment  gave  prompt  relief  to  the 
dysphagia.  Just  how  the  infection  worked  in  this  case  it  is  not 
possilile  to  positively  state.  It  would  seem  most  probably  there 
nuust  have  existed,  as  in  the  better  known  conditions  affecting  the 
heart  or  other  organs  of  the  body,  an  actual  toxemia  of  the  muscles 
concerned.  Wliile  this  form  of  toxemia  is  entirely  new  to  us 
there  is  little  question  that  it  is  not  a  rare  condition  and  will 
explain  many  cases  that  have  been  puzzling  us  and  which  we  have 
been  regarding  as  pure  neurosis.  In  this  connection  allow  me  to 
speak  earnestly  of  the  importance  of  not  depending  upon  a  mere 
examination  of  the  teeth  by  any  dentist,  however  competent  he 
may  be,  but  that  every  ease  .should  have  complete  and  satisfactory 
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X-ray  lilius  made.  Tlu'se.  moreover,  should  be  interpreted  by 
one  who  is  accustomed  to  do  so  and  not  left  to  someone  entirely 
ignorant  on  the  subject. 

We  as  specialists  cannot  too  soon  get  away  from  the  practice 
of  depending  on  as  final  the  opinion  of  the  family  dentist  that 
there  is  nothing  the  matter  with  the  patient's  teeth.  However 
g6od  a  dentist  may  be  no  examination  by  him  can  take  the  place 
of  a  good  X-ray  picture  and  where  such  a  picture  reveals  the 
presence  of  an  abscess  we  are  yet  to  be  convinced  that  any  dentist 
can  drain  llie  abscess  satisfactorily.  Certainly  any  such  attempt 
slioidd  l)c  liillowcd  up  liy  another  roentgenogram. 

Disc.rssiox. 

111-.  .1.  M.  Iiisersoll.  Cleveland,  Ohio:  The  jiaper  brings  l>efore  me  a 
subject  which  we  are  all  thinking  about  more  or  less,  and  emphasizes 
very  markedly,  how  careful  we  should  be  in  making  a  diagnosis.  The 
Ljiinion  cf  a  dentist  in  regard  to  the  teeth  is  necessary  but  should  not 
be  accepted  as  final  until  a  Roentgenogram  of  the  teeth  has  l)een  made. 

One  of  the  cases  cited  in  which  there  was  alisolutely  no  indication, 
so  far  as  the  patient  was  concerned,  of  any  trouble  in  the  teeth,  also 
brings  out  a  ](cint  more  cr  less  frequently  seen,  namely,  that  teeth 
which  may  seem  to  be  above  suspicion,  particularly  in  obscure  cases, 
should  be  carefully  considered  and  roentgenograms  made  of  them.  We 
know  that  the  teeth  are  frequently  found  to  be  at  fault  in  obscure  cases. 

We  should  be  on  the  lockout  for  these  symptoms  In  obscure  cases, 
and  the  variety  of  svm])toms  which  may  come  from  trouble  aroiuid  the 
roots  of  teeth  should  be  constantly  in  our  mind. 

Tonsils  are  frequently  the  cause  of  trouble,  and  yet  we  sometimes 
do  a  tcnsillectomy  after  excluding  other  causes  of  troulile,  and  are 
disappointed  because  we  do  not  get  results.  I  question  whether  we 
are  always  as  careful  as  we  should  be  in  excluding  other  causes.  On 
the  other  hand,  we  all  occasionally  see  tonsils  which  show  compara- 
tively little  evidence  cf  much  infection  in  them,  even  after  a  careful 
examination,  lint  when  we  section  them,  after  removal,  we  find  pockets 
of  pus  deep  down  in  the  tonsillar  tissue  and  thus  know  that  we  were 
justified  in  removing  them. 

I>r.  J.  A.  Tljoiiipson.  Cincinnati,  Ohio:  Dr.  Harris'  paper  recalled  a  case 
which  showed  that  symptoms  in  the  throat  may  not  alone  be  due  to 
bad  teeth,  but  that  sometimes  our  apparent  bad  results  in  other  regions 
may  lie  due  to  unsuspected  teeth.  I  operated  upon  a  patient  a  year  ago 
for  the  relief  of  ethmoid  headache.  She  was  six  feet  tall  and  weighed 
180  pounds.  She  was  the  picture  apjiarently  of  perfect  health.  She 
had  been  treated  in  Philadelphia,  New  York,  London,  Paris,  Berlin  and 
Vienna,  for  chronic  headaches,  but  without  relief.  She  was  referred 
to  me  by  another  patient  whose  headaches  I  had  cured.  I  drained 
the  anterior  ethmoid  cells,  and  got  a  perfect  result.  Six  months  later 
she  came  back  complaining  that  the  symptoms  had  returned.  She  had 
each  afternoon  a  slight  rise  in  temperature  with  headache  and  pain 
in  the  frontal  regions.  The  operation  had  been  a  rank  failure  ac- 
cording to  her.  Examination  of  the  nose  showed  it  to  be  in  as  perfect 
condition  as  1  ever  saw  a  nose  after  operation.  I  began  to  investigate 
elsewhere  for  the  source  of  toxemia.  The  first  molar  in  the  right  side 
of  the  upper  jaw  excited  suspicion,  and  I  asked  for  an  examination  by 
a  dentist.     The  dentist  reported  that  the  tooth  was  in  perfect  condition. 
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I  objected  to  the  dentist' s  opinion  becanse  of  the  color  of  the  tooth  and 
asived  for  an  X-ray.  There  was  an  abscess  at  the  ajiex  of  one  root.  Ex- 
traction of  the  tooth  cured  the  headache,  and  I  am  again  in  the  good 
graces  of  the  patient  because  tlie  headache  is  gone,  and  niy  operat'ou 
a  success. 

Dr.  .1.  C  lU'ck,  Chicago,  111.;  As  Dr.  Harris  read  his  case  reports  1 
classed  them — Case  1,  Hy..  Case  -,  Hy.,  Case  3,  Hy.,  and  so  on.  1  do 
not  mean  to  imply  that  these  cases  were  hysterical,  and  the  removal  of 
the  teeth  cured  the  hysteria,  and  yet  1  begin  to  wonder  whether  it  is 
not  so.  What  is  hysteria?  It  is  a  psychosif — a  weakened  condition 
of  the  muscles.  Is  it  not  possible  that  this  toxemia  which  comes  from 
the  teeth  may  cause  this  weakness,  resulting  in  what  we  call  hysteria? 
We  get  this  toxemia  from  blind  abscesses.  It  is  a  fact  that  the  dentists 
have  been  very  conservative  about  saving  l)ad  teeth.  One  tooth  is  worth 
a  good  deal,  and  they  would  not  consent  to  attack  these  apical  infec- 
tions. They  would  have  nothing  to  do  with  roentgenograms.  I  have 
had  dentists  say  to  my  patients — "What  you  need  is  a  .good  nose  doc- 
tor. You  don't  need  a  dentist.  Your  teeth  are  all  right."  Yet.  there 
were  blind  abscesses  causing  trouble.  Now  the  pendulum  has  swung 
the  other  way.  Almost  everybody's  trouljle  is  brought  Ijack  to  the 
teeth,  and  Inidges  are  pulled  down,  and  teeth  are  drawn,  oi'  extracted, 
or  whatever  you  wish  to  call  it,  for  the  relief  of  so  many  conditions 
that  are  not  cured.  Xow  it  seems  to  me  that  th-.'  last  word  our  Presi- 
dent mentioned  shculd  not  be  taken  too  seriously — that  these  abscesses 
cannot  be  drained.  It  has  been  an  old  inactice,  and  is  still  ])racticed 
l)y  many  dentists,  to  resect  the  roots  of  these  apices,  and  drain  the  in- 
fected area.  W  hen  we  see  a  little  dark  area  in  the  bone,  it  is  a  sign 
of  infection  and  the  tooth  should  come  out.  If  it  is  found  in  the  roent- 
genogram that  the  filling  has  not  gone  clear  up,  the  tooth  is  condemned 
and  should  be  drawn.  Yet  it  is  perhaps  serving  a  very  good  purpose, 
may  be  even  holding  a  bridge,  but  there  is  that  little  area  and  the 
tooth  is  condemned.  As  a  matter  of  fact  this  a:ea  is  very  easily  e\- 
l)lored,  it  is  lieing  done,  and  the  cavity  allowed  to  heal  by  .granulation. 
If  the  symptoms  disa|)pear  that  is  what  you  are  after,  and  you  have 
accomi)lished  your  purpose.  I  think  as  much  as  they  were  formerly 
opposed  to  the  removal  of  teeth,  the  dentists  are  now  overly  anxious 
to  remove  teeth,  because  the  general  men  have  pointed  out  to  them 
the  dangers.  Dr.  Gilmore  has  stated  that  more  i)eople  in  Chicago  die 
from  imi)erfectly  filled  teeth  than  from  practically  any  other  condition. 
He  is  bioad  in  his  statement,  but  he  says  the  amount  of  disease  due 
to  ini|)erfectly  filled  teeth,  and  infected  aiiical  areas  is  enormous.  1 
have  now  something  like  forty  cases  of  this  tyiJe  in  which  the  root  has 
l)een  resected,  or  in  wliich  the  dentist  has  siiiiply  removed  the  bono 
above  the  tooth  and  obliterated  it.  using  a  bone  wax  plug  after  cleaning 
the  area  out — the  wax  that  is  used  in  bone  surgery.  It  stays  in  until  it 
is  extruded,  and  healthy  bone  fills  in  the  cavity.  It  is  a  question 
whether  this  should  not  be  tried  first  before  advising  the  removal  of 
teeth,  and  then  not  getting  the  result. 

Dr.  Harris  (closing  the  discussion!:  Jlr.  Chairman,  I  will  only 
say  a  word  in  reply  to  what  Dr.  Beck  has  said.  He  has  opened  up  a 
very  broad,  and  to  me  a  very  interesting  subject.  There  is  no  great 
advance,  wherever  we  may  look  for  it,  where  there  is  not  danger  of 
the  ])endulum  swinging  too  far  in  one  direction  or  another.  I  freely 
admit  that  so  far  as  these  focal  infections  are  concerned  there  is  this 
danger  in  regard  to  either  the  tonsils  or  the  teeth.  I  feel,  however, 
that  where  one  dentist  may  be  accused  of  doing  this,  there  are  fifty 
who  are  totally  indifferent  on  the  other  side.  There  is  considerable  in 
what  Dr.  Beck  has  said,  and  I  agree  with  him.  certainly  in  theory,  as 
to  the  first  thing  which  we  must  establish  be.vond  peradventure,  it  pos- 
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sible.   and    that    is,    that    the   systemic   trouble   is    proceeding   from    tlie 
teeth. 

I  wish,  however,  1  could  follow  Dr.  Heck  in  his  enthusiasm  as  to  the 
aliility  of  not  the  average  dentist,  but  the  great  majority,  to  do  suc- 
cessfully the  work  he  speaks  of.  I  have  in  mind  the  extraction  of  the 
tooth,  versus  the  removal  of  the  filling,  then  treating  through  the  root 
canal  the  apex  of  the  tooth,  the  obliterating  of  the  diseased  area:  that 
is  what  in  my  mind  is  almost  impossible  of  successful  accomi)lishment, 
when  you  consider  how  absolutely  difficult  it  is  to  get  a  sterile  wound 
in  that  root  canal:  how  almost  impossilile  for  a  dentist  to  succeed  in  in- 
troducing a  jierfectly  sterile  filling.  Then  after  continuing  the  work, 
extending  many  times  over  a  period  of  weeks,  and  the  patient  has  suf- 
fered a  great  deal  of  pain  in  an  effort  to  save  the  tooth,  it  is  frequently 
found  that  the  tooth  has  to  be  extracted.  I  do  not  believe  we  should  be 
reckless  in  advising  the  extraction  of  teeth.  1  speak  of  it  feelingly  as  1 
do,  because  I  do  not  view  my  own  case  with  optimism.  I  did  net  know 
that  1  had  any  trouble  whatever  with  my  teeth,  and  yet  I  was  shown  to 
my  own  satisfaction  that  1  have  at  least  four  apical  abscesses.  I  have  no 
systematic  trouble  whatever.  If  I  felt  encouraged  that  dentists  could 
woi'k  successfully  along  the  lines  indicated  liy  Dr.  Beck,  I  would  advise 
jialients  accordingly,  l)ut  I  feel  where  one  man  might  be  able  to  do  thi:s 
work,  the  great  majority  of  dentists  to  whom  cases  are  referred  would 
hnd  it  impossible,  or  if  they  attempted  It  would  make  a  rank   failure 
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1.  Percy  coagulation  method. 

2.  Diatheriiiia  coagulation  method. 

3.  Deep  X-ray  penetration. 

4.  ]\Iassive  radium  application. 
3.  Laryngectomy. 

My    JiiSKPH    ('.    l:IC('K.    M.    1)..    Cliira^o.    HL 

In  iii;d<ing  tliis  furtlicr  i'e;>ort  on  tlic  cani-cr  (nieslioii  ;is  it  refers 
to  our  Specialty  and  the  larynx  in  ]  articular.  I  wish  to  call  your 
attention  \'ery  hricHy  to  my  last  report  read  het'ore  this  Section 
last  year  in  St.  Louis,  and  |)ul)lished  in  the  Laryngoscoi)e  ISUIi.  in 
that  report  1  stated  llint  we  had  not  \'et  any  spe(  itic  treatment  or 
cure  for  this  terrihle  aftlictioii.  that  the  surgical  treatment  when 
done  thoi'nughly  and  immediately  after  an  early  diagnosis  gave 
the  only  chance.  I  also  descrihcil  other  than  surgical  methods 
of  treatment,  siicii  as  diathermia.  dci-p  jienetration  Roentgen  ray, 
and  partieidarly  the  i'ercy  coagulation  method  of  removing  the 
neoplasm.  In  the  siniimary  ot  cases  treated  hy  these  iiu'thods  I 
.stated  that  the  Roentgen  rays  aided  hy  the  action  of  the  diathermic 
ciu'rent  caused  nuirked  changes  and  often  disappearance  of  the 
gi-owtli  oidy  to  return  and  terminate  f;itally.  That  w\t\\  ra  li\nii 
in  the  dos;ige  of  ten  mlgrs.  pure,  which  1  had  at  my  disjiosal,  no 
a|)preeiahle  infliu^nce  on  the  growth  could  he  seen,  hnt  that  the 
Percy  coagulation  nu'thod  ]iromised  to  do  more  than  the  X-ray-i 
or  radium,  as  I  then  employed  them. 

Since  the  above  1  ha\e  continued  to  employ  these  various 
methods  and  have  already  nuulc  a  brief  report  on  the  Percy 
coagulation  treatment  before  the  Chicago  iledical  Society  this 
winter,  which  1  will  present  again  in  this  report,  particularly  in 
so  far  as  the  larynx  is  concerned. 

I  ha\'e  also  added  in  this  rejiort  the  use  of  the  diatherndc 
current,  stu'gically,  that  is  the  munnuitication  of  the  tissues,  and 
the  use  of  nmssive  doses  of  radium.  On  these  last  two  methods 
of  treatment  I  wish  to  make  only  a  preliminaiy  report,  lieeause 
not  enough  tinu'  lias  elapsed  to  .show  tinur  value  as  a  permanent 
cure. 
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Finally  1  desire  to  report  on  liiryugcctoniy,  in  one  case  in 
l>articular. 

Jn  the  discussion  of  the  eaneer  i)rolilenis,  partieidariy  in  tlie 
treatment,  it  has  been  the  attitude  of  those  taking  part  iu  the 
discussion  to  be  very  charitable,  because  all  recognize  the  hope- 
lessness thus  far,  in  the  advanced  eases  or  deep-seated  cancers. 
This  attitude  would  be  all  right  if  it  were  not  for  one  fact,  and 
that  is,  that  the  essayist  so  often  oversteps  the  boundary  between 
enthusiasm  and  accuracy  iu  making  his  report,  thus  promising 
too  much.  The  result  from  this  sort  of  a  thing  is  an  influx  of 
material  of  cancer  cases  from  physicians  as  well  as  the  laity.  The 
disappointment  as  a  i-ule  which  follows  to  tlie  doctor  who 
sends  the  patient,  as  well  as  the  family  of  the  ]3atient,  and  the 
loss  of  confidence  iu  subsequent  work  along  this  line,  is  self 
evident  by  the  lukewarm  action  when  another  report  along  the 
line  of  cancer  is  made  b.v  someone  else. 

The  writer  is  cognizant  of  this  fact  from  a  recent  experience  not 
along  the  line  of  treatment,  but  in  the  study  of  the  etiology  of 
cancer.  To  further  illustrate  my  point  of  the  apparent  indii?erence 
that  the  medical  profession  in  general  has  in  the  cancer  problem, 
because  of  the  exaggerated  statements  made  by  most  of  the  workers, 
I  will  ver3^  briefly  narrate  this  experience.  A  laboratory  student  of 
the  cancer  question  was  given  a  fluid  to  examine  ol)taiued  from 
tlie  interior  of  an  abdominal  cancer.  The  smear  showed  a  torulla. 
Culture  made  from  this  fluid  and  sulisequently  examined  showed  a 
rich  brick  red  colored  growth  which  was  a  pure  culture  of  these 
same  toruUae  or  yeast  cells.  A  quantity  of  these  yeast  cells  were 
in.jected  into  mice  and  as  a  iTsult  there  developed  tumors  whicli 
when  examined  by  microscope  showed  all  the  evidences  of 
epithelial  cancel'  and  in\ariably  resulted  in  tlie  rapid  death  of 
the  animal.  From  these  tumors  in  tlie  animals  the  same  growth 
of  torulla  were  again  obtained  and  wlien  these  were  reinoculated 
into  mice  produced  the  same  grciwth.  naiiiel.\',  an  epitheliai 
mass.  A  great  deal  more  detail  work  was  done  by  this  laboratory 
worker  as  well  as  by  Drs.  Carl  and  Einil  Reek,  and  myself  who 
aided  and  cooperated  with  him  from  the  surgical  and  clinical  side, 
in  order  to  assist  iu  possibly  adding  even  a  mite  to  this  hopeless 
condition  of  cancer. 

He  (the  laboratory  worker  being  Dr.  .M.  liuchsbaum,  Chicago,) 
made  his  report  before  the  Chicago  Pathological  Society  after  nearly 
three  years  of  labor,  and  his  efforts  were  received  with  little  favor 
or  perhaps  I  might  say  with  indifference.     Desirous  of  having  his 
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work  published  in  recognized  Journals  devoting  their  pages  to 
strictly  scientific  subjects,  particularly  in  the  cancer  problem,  he 
asked  for  that  privilege  of  the  Editors  of  said  Journals.  What  was 
the  result — after  reviewing  his  work  and  reading  his  manuscript 
it  was  returned  with  an  indefinite  statement,  saying  that  it  was 
not  a  paper  they  could  accept.  Is  that  not  an  indifference  and  a 
sad  commentary  on  our  American  Journals.'  An  example  of 
credulity  is  the  following: 

A  surgeon  reports  before  the  Chicago  iledieal  Society  on  the 
value  of  bacterial  enzymes  injections  in  cases  of  cancer  of  the 
al)domiual  cavity,  with  cures.  He  cites  a  ease  of  retroperitoneal 
tumor  supposed  to  be  sarcoma  of  considerable  size,  that  was 
treated  with  injections  of  these  enzymes  and  cured.  There  was 
uo  microscopical  examination  made;  the  father  of  the  patient 
being  a  prominent  surgeon,  happy  in  the  results,  discusses  the  ease 
at  this  meeting  and  accepts  the  fact  that  because  the  tumor 
disappeared  the  injections  cured  the  sarcoma.  Is  that  not 
credulity  in  the  extreme,  and  to  think  that  there  was  no  dissension 
from  these  extravagant  claims  in  the  discussion  that  followed. 
Tlie  same  is  true  of  reports  by  other  methods  of  treatment  of 
cancer  as  X-ray,  radium,  mesothorium,  diathermia  and  all  sorts  ot" 
injections  of  sera,  solution  of  chemicals  and  what  not. 

In  compiling  the  reports  of  the  many  methods  employed  outside 
of  surgery  in  cases  of  cancer  for  the  past  twenty  years  or  since 
the  advent  of  X-ray  as  a  therapeutic  measure,  I  found  not  a 
single  well-founded  and  authentic  report  of  a  cure  of  a  cancer 
))y  .such  methods,  although  many  beneficial  results  and  improve- 
ments were  cited.  'Sly  personal  results  from  experimenting  with 
autolytic  solution  injections  as  well  as  radixim.  deep  X-ray  and 
diathermia  therapy  in  carcinoma,  have  been  of  no  permanent 
value.  Surgery,  whieli  up  to  date  is  the  only  means  of  combating 
the  disease,  is  too  often  defeated  of  a  cure  by  recurrence,  and 
here  too  frequently  too  early  reports  of  cures  are  misleading, 
that  is  to  say,  the  cases  are  not  followed  up  long  enough.  The 
recent  organization  of  the  Society  for  the  Prevention  and  Cure 
of  Cancer  has  a  wonderful  opportunit.v  in  regards  to  the  many 
problems  that  come  up  in  the  subject  of  cancer,  and  the  contro; 
of  these  reports  is  not  the  least  important. 

The  reasoiLS  why  surgery  is  so  often  defeated  may  be  stated 
as  follows : 

(1)  The  patients  present  themselves  too  late  for  us  to  make 
an  earlv  diagnosis. 
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(2)  Failure  to  make  an  early  diagnosis. 

(3)  Timidity  in  operating  extensively,  es]iiciall\-  in  the 
removal  of  the  tributary  glands. 

(4)  Implantation  carcinoma  along  the  tield  of  operation. 

All  four  of  these  reasons  are  more  easily  overcome  in  cancer 
of  the  laiynx,  because  the  earliest  development  of  a  neoplasm 
is  called  to  the  attention  of  the  patient  as  well  as  tiie  doctor 
by  (a)  hoarseness  in  an  older  individual,  particularly  in  men.  that 
does  not  disappear  ^vith  or  without  treatment  within  two  or  three 
weeks.  This  should  be  looked  upon  with  suspicion  and  cai-efully 
watched  and  examined  for  cancer.  Not  that  exer.v  hoarse- 
ness that  lasts  that  long  proves  to  be  cancer,  but  it  must  be  ruled 
out.  (b)  This  hoarseness  brings  the  patient  early  enough  for  an 
early  diagnosis,  (c)  Cancer  of  the  larynx  is  usuallv  found  in  the 
anterior  portion  of  the  cords,  and  from  this  region  the  lymphatic 
distribution  is  very  small  and  secondary  glandular  involvement  is 
a  long  time  in  de^■eloping.  As  Crile  has  so  aptly  stated,  "It's  a 
cancer  within  its  box,"  consequentl.y  the  second  and  tliinl  reasons 
do  not  apply,  !iamel,v,  cai'ly  made  diagnosis  and  no  \-er.v  exteu'-ive 
snrgerv  is  necessary,  that  is,  no  dissection  of  tribntarv  glands, 
(d)  Of  course  the  removal  of  the  larynx,  which  is  the  onl.\-  means 
known  today  of  positively  insuring  against  implniitation  recur- 
rence, is  an  extensive  and  to  the  patients  a  most  depressing  opera- 
tion, because  the.v  believe  that  they  will  not  he  able  to  .speak  ex- 
cept with  a  buccal  sound.  Laryngectomv  is  also  associated  with 
considerable  risk  to  the  patient's  life  from  the  complications  as 
shock,  pneumonia  and  mediastinitis. 

In  order  to  overcome  some  of  theso  great  ob.iections  to  the 
complete  removal  of  the  larynx  as  well  as  the  recurrence,  namely 
implantation,  I  have  developed  the  technic  of  laryngeal  fissure 
and  removal  of  the  neoplasm  liy  means  of  the  Percy  coagulation 
method. 

I.  Percy  C<ifignlafi(i)i  Mcthoil.  This  method  of  treatment  was 
first  recommended  by  Perc.v  for  inoperable  uterine  cancel's,  but 
subsequentl.v  also  for  operable  cancers  of  the  utenis  as  well  as 
other  parts  of  the  bod.v.  T  have  employed  tlie  method  for  cancer 
of  the  nose  (carcinomas  and  sarcomas  i,  earcinoma  of  the  upper 
.jaw,  lower  .iaw,  thyroid  gland,  external  ear  and  lar.\  iix,  in  twenty- 
three  cases,  as  follows: 


•280 


C.    BECK. 


Sarforaa,    intranasal 1 

Carcinoma,    extraiiasal 1 

Carcinoma  of  the  upper  jaw 7 

Carcinoma  of  the  upper  and  lower  jaw 2 

Naso,  oro  and  hypopharynx 1 

Lips 2 

Thyroid  ghuid 1 

External  ear 1 

Tongue  3 

Larynx -4 

It  is  not  my  purpose  to  go  into  the  philosophy  of  the  Percy 
coagulation  method,  because  the  detailed  description  may  be  found 
in  several  of  the  articles  written  by  Dr.  Percy  and  published  in 
the  Journals  of  the  A.  ^I.  A.  in  the  past  three  years,  nor  do  I 
wish  to  describe  in  detail  all  the  cases  treated  by  me.  All  I  wish 
to  say  is,  that  it  is  a  slow  method  of  destroying  the  carcinoma  or 
sarcoma  in  situ  by  a  sort  of  cooking  of  the  tissues  and  subsequent 
sloughing  or  discharge.  The  ultimate  cicatricial  formation  and 
tenacity  of  the  necrotic  mass  are  the  objectionable  fea- 
tures that  I  have  found.  As  to  complications  wliich  have  been 
reported,  that  is  ulcerations  of  tlie  deodeiun,  I  have  observed  none. 
I  have  had  one  ease  of  lar.ynx  carcinoma  in  which  a  large  thyroid 
gland  was  present,  which  was  in  the  way  and  had  to  be  partially 
resected  and  many  ligatures  applied,  in  .which  a  hemorrhage  took 
place  on  the  tenth  day,  most  probably  from  a  sloughing  of  part  of 
the  gland.  This  hemorrhage  rapidly  tilled  \\p  the  patient's  lungs 
and  choked  her  before  help  could  be  summoned.  The  reasons  of 
substituting  a  laryngotomy  and  removal  of  growth  by  the  Percy 
nu'thod  for  a  laryngectomy  are : 

1.  The  patient  will  consent  more  n^adily  to  an  operation  when 
he  may  be  promised  that  he  may  liave  a  voice  even  though  it  will 
not  be  normal. 

2.  He  may  even  hope  to  have  a  normal  breathing  tube,  that  is 
not  have  to  wear  a  permanent  tracheotomy  tube. 

3.  The  operation  is  not  as  dangerous  as  a  laryngectomy. 
The  real  value  of  this  (Percy  coagulation^  method  of  treating 

cancer  of  the  larynx  will  be  further  brought  out  in  the  case  re- 
ports that  follow : 

IL  Diathermia  CoagulatiiDi  Mclhod.  Xagclschniidt  in  his  text 
book  which  appeared  about  four  years  ago  has  given  the  teehnic 
of  the  surgical  dealing  with  malignant  disease  by  the  use.  of 
iHathcrmia  coagulation  method  of  treatment. 
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The  principles  underlying  this  treatment  are  the  passing  of  high 
frequency  current  from  one  pole  to  the  other,  between  which  there 
is  a  portion  of  the  tissue  to  be  penetrated  by  this  current.  Usually 
about  one  centimeter  of  tissue  is  treated  at  a  time.  The  radiation 
passes  from  a  pointed  electrode  to  a  flat  one.  thus  causing  a  conical 
destruction. 

It  is  necessary  to  anesthetize  the  patient  either  by  gene!-al 
anesthesia  or  by  the  use  of  novocain  intiltration,  because  the  treat- 
ment is  very  painful.  A  quantitj'  of  electricity  from  800  to  1800 
miliamperes  is  passed  through,  when  one  observes  a  sizzling  noise 
and  a  vapor  escaping  from  the  tissue  thus  treated.  Sometimes  when 
the  height  of  the  degree  of  charge  has  been  reached,  an  are  forms 
about  the  electrodes  which  is  evidenced  by  a  sharp  report  .spark. 

I  have  measured  the  degree  of  heat  of  the  tis.sue  after  the  treat- 
ment and  have  found  that  it  varies  from  110  to  130  degrees  im- 
mediately after  the  current  is  turned  off.  A  number  of  points  are 
thus  attacked  at  a  time  and  the  interval  between  the  treatments 
depends  entirely  upon  the  affect  of  the  pain  on  the  patient.  We 
have  usually  applied  this  treatment  every  other  day. 

The  resultant  destruction  can  be  seen  in  the  Figures  1  to  7  of  the 
ease  reported,  during  a  period  of  six  weeks. 

At  no  time  is  there  any  evidence  of  an  odor  as  from  a  slough  in 
other  types  of  necrosis. 

Anothei-  impoi'tant  factor  is  the  control  of  bleeding  by  this  meth- 
od. The  strangest  observation  that  I  have  made  is,  that  in  spite  of 
the  marked  destruction  and  excessive  heat  produced,  the  internal 
carotid  artery,  jugular  vein  and  the  facial  nerves  which  were 
in  close  proximity  to  the  region  thus  treated  iuive  not  suft'ered 
loss  of  their  function. 

in.  Deep  X-raij  Fcmiratwn.  As  far  as  the  deep  penetra- 
tion X-rays  are  concerned  we  have  jjractieally  discontinued  its 
use  in  carcinoma  of  the  larynx,  owing  to  the  fact  that  the  one 
case  of  carcinoma  of  the  larynx  which  I  was  banking  on  as  cured 
of  its  intrinsic  growth  by  this  deep  X-ray  treatment,  after  two 
years  came  to  laryngectomy  and  determined  the  futility  for  us 
of  thLs  kind  of  treatment.  Quite  different  is  tliis  type  of  X-ray 
treatment  as  far  as  sarc-oma  is  concerned.  Here  the  value  of  this 
treatment  can  scarcely  be  estimated.  While  I  have  only  one  case 
of  sarcoma  of  the  larynx  to  report  in  which  deep  penetrating 
X-ray  has  been  employed  with  apparent  success,  I  have  several 
cases  of  maxillary,  postnasal  and  pharyngeal  sarcoma  which 
respon(le<l  heantifully.     i  Note  concluding  renuirks  in  discussions.* 
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IV.  Masslr(  Dasis  of  L'ddltnii.  liccciilly  \\v  liin'i'  made  use 
of  iuassi\e  dose.s  of  rMdiuin  iu  iiialiguaiit  disease  of  the  upper 
respiratory  tract  and  in  one  ease  of  sareonia  of  the  laryn.x.  The 
amount  employed  was  12.")  ndgrs.  jmre  i-adium  for  a  jjeriod  of  36 
hours,  rented  from  the  Pliysieians'  Ixadium  Association,  Chicago. 
What  the  ultimate  result  will  be  in  this  ease  1  am  not  in  a  position 
1o  say.  heeanse  it  is  too  recent  since  it  has  been  employed,  but  thus 
far  I  have  seen  a  marked  reduction  of  the  growth. 

\'.  LiiryiiriK-fdmii.  Uefore  this  section  in  Detroit,  Fe])ruary, 
1914,  I  made  a  leport  on  this  sult.ject,  having-  ojjerated  eleven 
eases  at  that  time.  Since  then  I  have  not  done  a  laryngectomy, 
principally  owing  to  the  high  mortality  rate  and  loss  of  voice,  until 
ver.y  recently,  and  to  that  ease  1  have  referred  when  speaking 
ahoTit  the  failure  of  dee])  ])euetrating  X-rays.  This  case  is  de- 
scribed later  in  detail.  1  satisfied  myself  with  less  radical  meas- 
ures such  as  descrilted  abo\e.  Tn  ,so  far  as  the  value  of  the  less 
radical  surgical  measures,  tliat  is  laryngotomy  and  excision.  I  still 
ha^■e  two  cases  one  four  >ears  and  tlii>  other  nine,  since  operation, 
that  have  not  had  any  reeurreiic(>.  That  of  eoui'se  is  a  small  per- 
centage compared  to  the  fatalities  fi'om  suidi  a  procedure. 

Laryngectomy  so  far  as  the  patient  is  concerned  is  much  dreaded 
owing  to  the  loss  of  the  ^oiee.  and  if  an  artificial  larynx  or  means 
could  be  established  wliere  a  .substitute  for  the  normal  voice  even 
though  it  be  imperfect,  could  be  promised,  this  serious  objection 
would  be  greatly  overcome.  To  this  end  I  have  recently  been  work- 
ing and  believe  that  I  have  succeeded  in  modifying  the  usual  tecli- 
nic  of  laryngectomy  so  as  to  enable  me  to  place  such  an  artifieal 
means  from  trachea  to  mouth,  which  promises  to  give  satisfaction. 

This  too  I  will  describe  in  detail  in  connection  with  the  case  re- 
l.ort. 

CASK    KI'IPORT.S. 

f'd.vi  7.  Mr.  1\.,  .">-!  ye;a>^  old,  in;uiieil,  three  I'liililien,  m.iny  years  a  waiter 
anil  ill  tlie  saloon  business.  TTas  ahvay.s  l:een  well  exi'ept  for  hoarseness,  until 
eiyht  months  before  presenting  himself,  when  he  noted  considerable  more 
hoarseness  from  which  he  never  recovered,  in  spite  of  treatment  by  specialists. 
He  had  received  thoroiijjh  antiluetic  treatment  on  general  principles  and  as  a 
therapeutic  test,  without  any  results.  This  hoarseness  soon  developed  into  a 
iiiarkeil  type  with  some  embarrassment  in  rcsjiiration.  lie  had  lost  in  weight, 
lint   had  no  pain   upon   swallowing. 

E.iiimiiittliiiii.  Somewhat  en  aciati'd  looking  man,  Init  bodily  examination 
shows  him  to  be  fairly  iniis.-ular  and  to  have  i.lenty  of  fat.  The  physical 
examination    was    ingati\c.      I'.lon.l    cxamiiuitioii    showed    a    two    jdiis    Wasser- 
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inanii,  but  the  Abderhalden  was  negative  as  to  caniiioiija.  8]iutiiin  negative 
as  to  tuberculosis. 

Xose.     Indicative  of  a  siuus  trouble  or  atrophic  rhinitis. 

Larynx.  Considerable  difficulty  in  inspiration,  making  quite  a  marked  noise, 
and  very  hoarse  voice.  Inspection  revealed  a  thickening  of  both  cords,  particu- 
larly the  left.  It  ajipeared  as  though  there  might  be  considerable  thickening 
subglottieally.  The  diagnosis  pointed  to  a  luetic  condition  with  a  possibility 
of  a  rhinosderoma.  I  determined  to  do  a  suspension  laryngoscopy  in  order  to 
examine  below  the  cords  and  also  take  out  a  little  bit  of  tissue  for  micro- 
scopical examination.  While  doing  this  suspension  or  following  the  action  of 
the  cocain  locally,  the  patient  became  suddenly  very  short  of  breath  and 
cyanotic,  so  that  I  was  compelled  to  do  a  hurried  tracheotomy.  That  was  all 
the  treatment  for  about  two  weeks.  He  had  now  recovered,  in  fact  gained  some 
in  weight.  It  was  now  possible  to  make  this  suspension  and  remove  the  tissue. 
There  was  considerable  thickening  below  the  cords  and  the  removal  of  a  bit  of 
this  tissue  showed  it  subsequently  under  the  microscope  to  be  a  squamous  celled 
carcinoma.  One  week  later  a  laryugotomy  was  performed  and  the  growth 
removed  from  within  the  larynx  in  the  following  manner: 

Under  ether  anesthesia  through  the  tracheal  canula,  an  incision  was  made 
with  the  ordinary  instrument  down  to  the  thryoid  cartilage. 

The  parts  were  widely  retracted.  By  means  of  the  Percy  cautery  the  thryoid 
cartilage  was  seared  in  the  median  line.  An  incision  was  made  through  the 
cartilage  with  Jackson 's  scissors.  The  thryoid  cartilage  was  now  split,  and 
widely  retracted.  By  means  of  Percy's  small  knife  the  entire  intralaryngeal 
mass  was  cooked  without  any  cooling  externally,  or  within  the  esophagus.  This 
was  accomplished  by  periodically  lying  this  heated  point  against  the  tissue  and 
waiting  until  one  heard  a  sort  of  a  hissing  sound,  but  never  permitting  the 
tissues  to  become  charred  or  burned.  This  procedure  required  about  thirty 
minutes.  It  was  found  that  some  of  this  thickened  tissue  appeared  to  go  down 
into  the  cricoid  region,  so  concluded  to  communicate  the  tracheal  opening  with 
the  laryngotomy,  also  by  the  aid  of  the  Percy  knife.  The  interior  of  the  cricoid 
and  tracheal  region  was  similarly  treated  by  the  Percy  heated  point  as  above. 
An  up  and  down  Jackson  tube  w as  now  .put  in  and  the  larynx  dressed  wide 
open  to  promote  the  throwing  off  of  the  slough.  The  patient  had  not  much  of 
a  reaction,  in  less  than  two  weeks  was  fairlj-  clean.  At  the  end  of  one  month 
the  tube  was  left  out  and  the  wound  allowed  to  close. 

For  about  three  weeks  the  patient  breathed  well  and  had  a  very  fair  voice, 
then  he  began  to  show  evidences  of  breathing  with  some  difficulty,  and  at  the 
end  of  two  weeks  he  had  to  be  reopened,  which  was  very  easy,  and  a  tracheotomy 
tube  inserted.  It  was  decided  to  wait,  to  ascertain  if  there  was  going  to  be 
any  recurrence  before  attempting  further  treatment,  and  to  establish  normal 
breathing  through  the  larj-nx.  After  about  six  weeks '  observation,  and  showing 
no  evidence  of  recurrence,  I  decided  to  employ  an  intubation  tube,  which  has 
given  me  excellent  service  in  treatment  of  laryngeal  strictures  from  other 
causes.  A  piece  of  tissue  removed  for  microscopic  examination  proved  again 
to  be  negative.  This  tube  was  allowed  to  remain  for  about  two  weeks,  when 
he  showed  some  evidences  of  pain  in  swallowing.  On  removing  this  tube  I 
found  that  it  had  produced  a  decubital  ulcer  on  the  lower  posterior  wall  of  the 
trachea.     The  result  from  this  intubation  was  very  satisfactory  but  the  larj-u- 
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gotoiuy   wound   was   kept   open    !ip\  ertbeless   br   means   of   sounds   in    order   to 
observe  any  recurrences. 

CoucUisions  in  this  ease,  in  October,  1916,  were: 

1.     That  he  is  possibly  cured  from  carcinoma  of  the  larynx. 

'2.  That  Percy  treatment  without  cooling  apparatus  produces  greater 
cicatrisation  than  when  it  is  employed,  as  wUl  be  shown  in  a  subsequent  case. 

3.  That  there  may  be  an  element  of  lues  in  the  case,  that  is  to  say  both 
diseases  may  be  present. 

4.  That  tubes  should  not  be  left  in  situ  without  examining  for  possible 
decubitus  ulcerations  from  pressure.  The  result  from  this  mode  of  dilatation  is, 
however,  not  promising  in  this  case,  because,  after  a  few  moments,  the  larynx 
opening  closes  down  and  the  tiacheotomy  tube  must  be  again  inserted.  It  is 
my  opinion  that  he  will  have  to  wear  an  up  and  down  tube  or  an  intubation 
tube  for  a  much  longer  period  and  if  after  that  it  will  not  remain  open,  then 
he  will  have  to  wear  a  permanent  tracheotomy  tube.  In  that  case  he  would  be 
given  one  that  he  could  close  by  the  aid  of  the  shuttle,  operated  from  his  pocket. 

Subsequent  Course.  About  one  week  after  the  above  date  (Nov.  16th)  the 
patient  showed  evidences  of  great  difSculty  in  swallowing  and  marked  symp- 
toms of  septicemia.  On  exploration  I  found  the  posterior  laryngotracheal 
surface  in  a  state  of  coagulation  necrosis.  A  day  or  two  later  the  patient 
showed  evidences  of  a  fistula  between  the  esophagus  and  the  trachea,  in  the 
midst  of  this  necrotic  tissue,  so  that  he  was  put  on  rectal  feeding.  It  was  soon 
found  that  he  could  not  subsist  long  on  this  metliod  of  feeding,  so  I  advised 
a  gastrostomy,  which  was  performed,  under  local  anesthesia,  by  Dr.  Carl  Beck. 
The  patient  stood  this  ordeal  very  well  but  could  not  retain  much  of  the  food 
poured  into  his  stomach ;  he  would  vomit  or  return  it  through  the  created  gastric 
fistula.  About  one  week  later,  while  his  neck  wound  was  being  dressed  there 
came  away  a  large  slough  which  left  a  perfectly  smooth  cavity  or  outline  of  the 
thryoid  cartilages,  with  the  oijening  of  the  esophagus,  but  no  evidence  of  any 
carcinoma.  Tissues  taken  at  different  times  from  the  neck  region  for  micro- 
scopic examination  showed  at  no  time  evidences  of  carcinoma.  It  now  became 
possible  to  insert  a  stomach  tube  into  this  esophageal  opening  and  so  feed  the 
jiatient,  allowing  the  gastric  fistula  to  close.  The  patient,  however,  was  so 
markedly  weakened  that  it  did  no  good  and  he  succumbed  to  the  general 
asthenia.  This  case  demonstrates  that  the  coagulation  method  destroyed  all  the 
carcinoma  but  at  the  sacrifice  of  life.  It  reminds  me  of  a  story  which  is 
apropos    hence  I  hope  to  be  pardoned  when  I  insert  it  in  this  paper. 

' '  A  man  that  had  a  cancer  on  his  face  was  asked  by  a  Patent  Medicine 
Company  for  a  testimonial,  because  it  was  known  that  he  was  cured  by  their 
jiroduct.  He  acquiesced  and  said:  'After  taking  ten  bottles  of  your  medicine 
I  wish  to  say  that  I  am  glad  to  state  that  the  cancer  of  my  face  is  gone,  but 
I  am  sorry  to  say  also  that  my  face  is  gone  too. ' '  The  loss  of  this  man  's  larynx 
may  be  due  to  the  fact  that  the  principles  of  Percy's  coagulation  method  were 
not  carried  out  in  the  strictest  sense,  because  I  had  to  develop  my  own  technic. 
I  have  reference  to  the  cooling  of  the  neighboring  tissues  wliich  it  will  be  seen 
was  employed  in  the  subsequent  cases  with  not  such  destructive  results. 

Case  S.  Mr.  Hgl.,  .55  years  old,  married,  two  healthy  children.  Brewer  by 
trade,  uses  his  voice  often  in  speech  making,  and  in  summer  is  a  great  rooter 
at  the  baseball  games.     Lives  in  ifoutaua  in  the  copper  smelting  region. 
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For  past  six  montlis  noted  a  hoarseness  which  gradually  increased  to  a 
marked  degree.  Consulted  his  specialist  who  told  him  he  had  a  growth  in  the 
larvnx  and  removed  a  piece  for  microscopical  examination.  This  proved  posi- 
tive for  carcinoma.  With  this  history  he  was  referred  to  me.  I  found  a 
growth  as  large  as  a  has  el  nut,  irregular  in  outline  and  situated  nearer  the 
left  posterior  commissure  than  anteriorly.  The  physical  and  laboratory  ex- 
amination, other  than  the  microscopic  specimen  of  the  piece  removed,  were 
negative.  Operation  decided  upon.  Under  local  anesthesia  (niorphin  H  gr.  and 
novocain  and  cocain)  a  laryngotomy  was  performed,  the  same  way  as  in 
Case  1,  e.xcept  no  preliminary  tracheotomy  was  done,  and  the  cricoid  cartilage 
was  ojiened.  The  same  procedure  of  removing  the  growth  and  cooking  its 
base  as   in   the   previous   case  was   doue  by   the   Percy   method,   and  no   cooling 


device  employed.  It  must  be  remembered  that  the  growth  was  located  nearer 
the  esophagus  than  in  Case  1,  owing  to  what  followed.  The  thyrotomy  was 
dressed  ojien  by  packing  on  top  of  an  \\\>  and  down  tube.  The  patient  made 
a  very  rapid  recovery  but  he  could  not  swallow.  After  the  customary  forty- 
eight  hours  he  had  to  be  fed  by  rectum  for  more  than  a  week.  At  the  end 
of  that  time  it  was  possible  to  pa.ss  a  stomach  tube  and  he  was  fed  through 
that,  but  still  it  was  imi)Ossil)le  for  him  to  swallow,  although  local  conditions 
apjieared  very  satisfactory.  At  the  end  of  the  third  week  he  could  not  swallow 
water  but  could  rice  and  nuish.  At  the  end  of  five  weeks  he  could  swallow 
anything.     The  tube  was  left  out  and  wound  permitted  to  heal. 

The  patient  went  back  home  to  Montana,  and  I  heard  nothing  from  him 
until  four  months  later,  when  he  came  in  with  a  tracheotomy  tube  and  marked 
swelling  on   the   right   side   of  his  neck.      He  stated  that   he   had   been   feeling 
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fine,  coiistautly  gained  in  weight,  wlien  one  day  lie  noted  a  pain  in  swallowing, 
then  a  sudden  aiipearance  of  a  swelling  on  the  side  of  his  neek,  chill  and 
fever  and  considerable  ditfieulty  in  breathing.  The  doctor  was  called  in  and 
hurriedly  took  him  to  a  hospital  where  he  performed  a  tracheotomy.  This 
uock  growth  then  disapjieared  somewhat  slowly,  but  again  reappeared,  then 
began  to  dei-reaso,  but  now  he  cannot  breath  well  when  the  tube  is  taken  out. 
Ivxamiuation  sho«s  that  the  man  has  not  lost  any  in  weight  and  within  the 
larynx  there  does  not  appear  to  be  a  recurrence  of  carcinoma.  There  was 
however  a  sort  of  an  edematous  looking  tissue  about  the  right  cord  closing 
up  the  larynx.  No  motion  to  the  arytenoids.  The  neck  mass  is  not  nodular, 
but  smooth,  hard  and  yet  apiiears  to  fluctuate  somewhat.  Slight  temperature 
every  afternoon,  ily  diagnoi-is  was  a  jiossible  pharyngo-esophageal  diverti- 
cnlnui  in  cousccincm-e  of  the  wcakcniiig  of  the  wall,  due  to  the  action  of  the 
I'ori-v  heater.     I  tlierofore  cut   down   over  the  swelling  and  found  a  great  deal 


of  infiltration  of  the  tissues  of  the  ncfk.  I  removed  some  of  this  infiltrated 
mass  and  had  it  examined  microscopically  (it  was  found  negative  as  to  cancer), 
doming  down  near  the  pharyngeal  area  I  opened  into  a  cavity  T\hich  was 
filled  with  a  considerable  amount  of  thick  fluid  containing  white  particles, 
which  \vere  found  microscopically  to  be  necrotic  tissue.  A  drainage  tube  was 
inserted  and  patient  observed  as  to  possible  recurrence  of  carcinoma. 

Concdusions  in  this  ease  are: 

1 1 )     That  he  is  possibly  cured  of  his  carcinoma  of  the  larynx. 

(2)  That  the  location  of  the  growth  near  the  esophagus  and  the  removal 
and  sul  sequent  cooking  of  this  carcinomatous  base  without  any  cooling  a])- 
paratus  was  probably  responsible  for  the  weakening  of  the  esophageal  wall 
with  subsequent  diverticulum  formation. 

(3)  'I'hat  had  the  doctor  incised  the  swelling  and  put  in  n  drain  he  might 
have  axiiided   n  trachcotnmv. 
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Sithsequfiit  Course.  Within  a  few  days  anotlier  piece  of  tissue  removed 
from  the  nevk  mass  showed  a  rai)idly  growing  carcinoma.  There  was  very 
likelv  a  glandular  infection  present  at  the  time  of  the  first  operation,  but  it 
could  not  lie  determined  as  the  patient  had  a  very  short  fat  neck.  1  now 
decided  i"  trv  nut  tlie  method  of  i-oacuhttiou  liy  the  diatherniic  iiroeess  which 


I  wish  now  to  demonstrate.  We  inserted  into  the  tumor  the  flat  metal  electrode 
and  the  sharp  needle  point  electrode  opposite  this  flat  surface  having  about 
1  cm.  of  tumor  mass  between  the  two  electrodes.  Xow  the  current  was  turned 
on  and  from  1,000  to  1,800  milliamperes  of  electricity  sent  through.  One 
observed  the  sizzling  of  the  tissues  and  if  the  finger  was  put  on,  ime  would 


288 


.1.    C.    r.ECK. 


feel  that  the  tissues  were  very  warm.  The  measiirenient  nf  tlie  licat  liy  a 
tlieriiionicter  registered  ]2U  Fhr.  about  one  minute  after  the  treatiiuMit. 

Such  ai>plicatioiis  are  made  in  three  to  five  places  at  the  same  seance.  Of 
course  the  skin  and  tumor  are  in.iected  with  novocain  because  the  treatment  is 
painful.  After  six  weeks  of  treatment  once  or  twice  a  week,  we  found  consider- 
able degree  of  reduction  of  the  tunicir,  which  is  not  exactly  a  necrosis,  but  a 
mumification  of  the  mass  and  fallinj;  oft  with  the  dressings.  There  is  eom- 
|)aratively  little  odor  to  the  wound  unless  neglected  to  be  dressed.  It  is  in- 
tere.sting  to  note  the  resistance  of  ner\e  and  blood  vessel  to  this  treatment. 
The  facial  nerve  is  almost  exposed  and  the  heat  from  the  treatment  must  un- 
dovibtly  reach  the  nerve,  yet  the  facial  muscles  are  in  perfect  action.  The 
carotid  artery  is  exposed  and  fearing  possible  erosion  and  fatal  hemorrhage, 
I  decided  to  ]int  n  ligature  about  it  at  tlie  innominate,  tluis  being  able  to  tie 
it    ill    e\ciit   (if   an    .-ic'iilciit. 

A  few  days  later  a  sharp  ooying  occurred,  so  I  decided  to  ligate  the  carotid. 
This  however  did  no  good,  because  the  following  day  a  nuich  more  severe 
hemorrhage  occurred  from  which  he  succumbed. 
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this  case  are  that  the  carcinoma  was  not  de- 
stroj'ed  by  the  diathermia  as  we  applied  it,  and  that  neither  nerves  or  blood 
vessels  are  easily  affected  by  the  degi'ee  of  heat  obtained  by  this  strong 
current.  Tlic  jirogress  of  the  disease  and  treatment  is  illustrated  in  figures 
from    1    to    7. 

Cdxe  .">'.  Mr.  Fitch,  5\  years.  Began  to  notice  a  hoarseness  in  June,  ]91(i.. 
After  about  three  \veeks  consulted  a  laryngologist  who  treated  his  throat  by 
local  applications.  On  one  occasion  following  a  treatment  he  had  a  choking 
siiell  that  alarmed  the  family.  He  was  also  rapidly  developing  difficulty  in 
breathing',  particmlarly  on  inspiration.  He  changed  to  a  laryngologist  who 
recogniieil   a   growth    and   suspected   carcinoma. 

At  this  stage  the  patient  «as  referred  to  me,  exactly  seven  weeks  from  the 
time   he   started   to   [•nniiihiin    of   hoarseness.     On    examination   I   found   a   pale 
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looking  mass  the  si/e  and  shape  of  a  good  sized  hazel  nut,  being  attached  on 
the  right  side  at  and  below  the  vocal  cord  near  the  arytenoid  region.  It  was 
smooth  in  character  and  appeared  to  be  quite  free  and  movable,  like  a  polj-p. 
General  condition  of  the  patient  was  excellent.  Operation  for  relief  and  posi- 
tive diagnosis,  decided  upon.  This  was  performed  at  once  under  local  ap- 
plication to  the  oral  cavity,  pharj-nx  and  larj-nx  of  pure  cocain  by  suspension 
laryngoscopy. 

While  doing  this  the  patient  gave  a  sudden  marked  inspiration  and  sucked 
in  this  pedunculated  tumor  into  the  cavity  of  the  larynx,  so  completely  shutting 
off  his  air.  By  means  of  a  long  pair  of  dressing  forceps  the  tumor  was  brought 
back  outside  of  the  larynx  so  that  the  patient  could  breath  again.  By  means 
of  KJUian  's  alligator  forceps  the  pedicle  of  this  tumor  was  grasped  and  with- 
out very  much  effort  the  whole  growth  was  removed.  A'ery  little  bleeding  fol- 
lowed. The  base  of  this  growth  remaining  in  the  larynx  was  now  thoroughly 
curetted  and  the  Percy  cautery  apjilied. 


There  was  very  little  reaction  following  this  jjrocedure  and  the  patient  con- 
sidered himself  cured.  The  microscopic  examination  of  the  tumor  removed 
proved  it  to  be  a  small  spindle  celled  sarcoma  with  very  few  blood  vessels  and 
blood  lakes.  It  was  decided  to  do  a  more  radical  operation  should  there  be 
a  recurrence.  This  occurred  with  such  rapidity  that  within  ten  days  the  pa- 
tient had  difficulty  in  breathing.  A  laryngotomy  by  the  aid  of  the  Percy 
(cold  iron)  coagulation  method  was  performed  and  the  tumor  removed.  I 
employed  the  esophagus  cooling  tube  as  well  as  the  Leiters  coils  externally, 
thus  conforming  nearer  the  true  technic  of  Percj-.  I  closed  the  laryngeal 
wound  primarily,  but  left  in  the  tracheotomy  tube  for  a  few  days.  There  wa.s 
considerable  toxic  absorption  from  the  wound,  but  the  patient  made  an  un- 
eventful recovery  and  left  for  his  home  town  three  weeks  after  operation  with 
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my  ,-:il(..  I  luiilhl  a  sii 
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'd.  'Pwo  \\eel(s  later  tlie  jiatieiit  liegan  to  show  evi- 
ructii.ii  and  tlie  larviiyolngist  in  Ids  liume  city  ad- 
'  heeaiise  lie  t'muid  a  rapid  reeiuTenee  of  the  growth, 
ilei'er  doing  this  a  few  days,  when  one  day  he  had 
d'n'tDV  liad  to  do  a  hurried  tracheotomy.  As  soon 
sliiirk,  etc..  of  tlie  last  jiroccdnre  he  came  liai'k  niider 
iiitli  yiiiwlh  filling  nji  the  cntii'e  larynx  and  in  the 
leridlir  ping.  I  decided  to  reopen  the  larynx  and 
'  fillcil  mil  pi  iiii-iiially  with  this  necrotic  plug,  which 
The   niiscvosco[iic    examination   of   a   piece   of   tissue 


removed,  still  showed  the  sarcoma.  It  was  now  decided  to  give  liim  X-ray 
treatment  liy  means  of  deep  penetrating  rays,  right  through  the  larynx 
fissure  whiih  uas  being  lieM  no,  n  l.y  :i  .l.-i.ks,,n  up  mid  down  tulle.  The 
jiatieiit    WHS    now     lieginiiiny    In    show     inavked    symptoms    of    toxic    nlisorption 
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to  discontinue  the  X-rays  and  try  massive  doses  of 
anuai-y,  1917,  the  various  shaped  tubes  and  applicators 
of  radium  were  placed  within  and  without  the  larynx  and  allowed  to  remain 
12  hours  at  a  time,  for  thirty-six  hours.  Altogether  200  mlgrs.  of  imre  radium 
were  used  at  each  sitting.  The  immediate  resnlt,  that  is  within  a  day  or 
two  was  striking.  The  odor  and  what  little  pain  there  was,  became  much 
less.  On  the  si.xtli  day  we  could  all  see  a  decided  shrinking  of  the  sarcomatous 
mass,  but  the  existing  necrotic  jdug  from  the  Percy  treatment  did  not  appear 
to  le  infliienc-ed,  except  jierliaps  as  to  the  toxic  absorption  from  it  being  less. 
Siih.icipii'iil  ('nurse.  During  the  next  three  weeks  the  sarcomatous  mass  was 
.seen  to  be  shrinking,  the  neighboring  skin  of  the  neck  much  reddened  and 
tender  to  superficial  tomh.  i'"vi'n  the  necrotic  plug  became  loosened  up,  but 
whether  that  was  due  In  the  .■utioii  of  the  radium  or  was  about  due  to  come 
ofir   is    problciiKitii-al.      The   fart    rcinaiiis   that    thus    far   three   weeks   after   the 
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nidiiiiii  has  been  ui)|ilied,  he  is  in  a  better  condition  than  he  has  been  before 
the  first  ojieration.  He  is  gaining  in  weight  and  is  very  hopeful  of  a  cure. 
It  is  of  c-onrse,  my  intention  to  make  a  subsequent  report  of  this  case. 

The  jirogress  of  the  disease  and  treatment  up  to  date  of  this  j)aper  are 
shown  in  figures  from  S  to  ]]. 

(Xote).  Since  the  presentation  of  this  j^aper  in  February,  1917,  the  pa- 
tient shortly  after  began  to  show  evidences  of  marked  toxic  absorption,  also 
rapid  emaciation  and  evidences  of  increase  in  the  necrotic  mass.  He  began 
to  have  great  dilHculty  in  swallowing  with  marked  infiltration  of  the  esophago- 
tracheal  region,  which  lead  to  a  speedy  end. 

The  final  conclusions  in  thi.s  case  are  that  neither  tlie  operation,  Percy 
cautery,  nor  the  X-rays  and  the  radium  were  able  to  stop  the  growth  of 
sari'oma.  While  the  necrotic  mass  following  the  application  of  the  radium 
and  the  result  of  the  original  burning  with  the  Percy  cautery  showed  evi- 
dences of  destruction,  there  appeared  to  be  definitely  outlined  a  new  growth 
of  sarcomatous  tissue.  Another  important  point  is  that  in  the  future  when 
I  make  a  diagnosis  of  this  condition  of  sarcoma  of  the  larynx,  I  shall  insist 
that  a   laryngectomy  be  the  only  procedure  warranted. 

r«.«c  ■/.  Mr.  M.  This  case  has  already  been  reported  in  the  Annals  of 
Otology,  Khinology  and  Laryngology.  (March,  1917),  as  a  probably  cured 
case  of  carcinoma  of  the  larynx  by  means  of  operation  by  suspension  and  deep 
jienetrating  X-ray  treatments.  T  will,  however,  make  an  abstract  of  that  report 
in  this  connection,  since  that  will  save  time  and  be  more  complete. 

I'atient  age  n4,  always  in  good  health,  slight  hoarseness  of  three  years 
standing.  Consulted  laryngologist  who  found  a  small  node  anteriorly  on  left 
coril.  Removed  a  particle,  which  was  sectioned  and  diagnosed  by  competent 
l>athologists  as  squamous  celled  carcinoma.  This  the  patient  brought  to  me  with  the 
suggestion  from  his  laryngologist  to  remove  the  larynx  if  it  was  the  only  thing  to 
do",  but  try  and  save  the  voice  if  jiossible.  The  laryngoscopic  examination  veri- 
fied the  previously  stated  ])icture  and  it  was  decided  to  do  a  thyrotomy  but  to 
subject  him  to  a  preliminary  deep  X-ray  treatment  to  possibly  ]n-event  implan- 
tation and  sealing  u]i  of  the  lyni])hatics.  The  result  from  the  X-rays  (ten  treat- 
ments) was  remarkable  in  the  reduction  of  the  swelling  and  clearing  of  the 
voice.  1  now  decided  to  change  my  plan  and  therefore  suspended  him  and 
removed  all  the  gi'owth  I  could  find.  This  proved  to  be  microscopically,  car- 
cinomatous. I  had  him  X-rayed  again  for  three  erythema  doses,  twenty-six 
treatments  in  all,  in  the  hope  of  completely  eradicating  the  disease.  He  did 
beaut  if  nlly  in  so  far  as  the  action  and  appearance  of  the  larynx.  There 
developed,  however,  a  complication  from  the  X-ray  treatment,  that  was  some- 
\vhat  alarming,  namely  symptoms  of  myxedema.  These  promptly  disappeared 
on  the  administration  of  thyroid  gland.  Patient  went  back  to  the  coast  ap- 
parently a  cured  man.  After  nearly  a  year  he  returned  saying  that  the  doctor 
thought  there  was  a  recurrence,  and  that  his  voice  was  not  clear.-  Examina- 
tion verified  these  facts.  I  again  suspended  him,  removed  some  small  particles 
from  the  left  vocal  cord,  anteriorly,  which  showed  microscopically  not  to  be 
malignant.  He  received,  nevertheless  another  course  of  X-ray  treatment  and 
went  back  home  ajiparently  cured.  Almost  another  year  passed  when  he  wrote 
saying  there  was  a  return  of  the  trouble  and  I  advised  him  to  come  back. 
Kxamination  now  revealed  a  considerable  swelling  at  the  seat  of  the  old  trouble. 
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but  it  appeared  to-  be  smooth.  I  again  suspended  him  and  removed  some  of 
this  swelling  and  subjected  it  to  the  microscope.  Again  report  normal 
cells,  principally  iuflanimatorv.  I  non-  treated  him  locally,  with  astringents, 
but  instead  of  getting  snuiller,  it  grew  somewhat  rapidly  and  looked  cancer- 
ous. After  a  number  of  X-ray  treatments  were  given  and  no  improvement 
seen,  it  was  decided  to  operate  more  radically.  Since  the  results  from  the 
thyrotomy  with  subsequent  Percy  coagulation  treatment  proved  not  to  be 
successful  in  my  hands,  I  proposed  a  larj-ngectomy,  which  the  patient  ac- 
cepted, reluctantly,  on  account  of  the  prospects  of  losing  his  voice.  After 
promising  and  describing  to  him  my  idea  of  an  artificial  larvnx,  and  the  good 
prognosis  for  life  if  he  was  operated  before  the  cancer  developed  outside  of 
the  lar\-n.\,  the  patient  consented,  fnder  local  anesthesia,  apothesin  one  half 
per  cent,  solution  and  novocain  one  per  cent,  solution,  the  following  technic 
was  emT)loved ; 


A  T  shaped  incision  was  maile,  the  horjyontal  incision  passing  above  the 
liyoid  bone  and  the  vertical  from  the  middle  of  the  horizontal  incision  down 
to  within  an  inch  of  the  sternal  notch.  Severing  the  sternohyoid  the  sterno- 
thyroid muscles  about  their  middle,  dissecting  freely  the  trachea  from  the 
two  lobes  of  the  thyroid  gland,  I  packed  strips  of  gauze  all  around  so  as 
to  wall  off  the  mediastinum.  After  very  carefully  dissecting  the  trachea  from 
the  anterior  wall  of  the  esophagus,  I  severed  it  (the  trachea)  from  the  laryn.x 
and  turned  it  down  toward  the  sternal  notch  allowing  it  to  protrude  somewhat. 
It  was  stitched  to  the  skin  on  either  side.  The  larynx  was  now  dissected  up- 
wards away  from  the  esophagus  until  the  pharynx  was  reached.  Then  the 
th^Tohyoid  membrane  was  severed  and  the  larynx  removed,  closed,  with 
sufficiently  healthy  tissue  to  insure  that  none  of  the  malignant  gro\^"th  was 
left  liehind.     The  defect   in  the  pharynx  was  reduced  to  the  minimum  and  the 
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incision  united  exi-ejit  in  the  centre  just  below  the  hyoid  bone  which  is  to 
become  the  subsequent  place  for  the  insertion  of  the  artificial  larynx.  Con- 
siderable catgut  was  employed  in  the  obliteration  of  the  cavity.  This  be- 
came infected  and  there  resulted  a  great  deal  of  sloughing.  In  order  to  keep 
the  food  from  coming  out  through  the  pharyngeal  ojtening  it  was  necessary 
to  feed  the  patient  with  a  stomach  tube.  Gradually  as  this  opening  con- 
tracted, the  patient  could  swallow  without  difficulty.  Outside  of  this  trouble, 
an  uneventful  recovery  resulted,  as  shown  in  Fig.  12. 

The  gross  specimen,  Figure  13,  when  open  showed  that  the  carcinomatous 
process  was  confined  entirely  within  the  larynx,  but  markedly  involved  the 
base  of  the  ei>iglottis.  A  microscopical  examination  of  this  growth  from  the 
depths  shows  positive  carcinoma.  The  next  step  was  to  construct  an  artifieal 
larynx.  The  development  and  evolution  of  it  would  be  very  interesting  to 
narrate,  but  since  the  same  is  not  ypt  perfected,  I  will  defer  the  detail  description 


for  some  future  publication.  Suffice  it  to  say  that  a  fairly  stiff  rubber  tube  was 
found  to  be  the  best  material.  It  is  about  2%  inches  long  by  i.^  inch  in  di- 
ameter. The  upper  end  o|)enirg  has  a  sort  of  a  nipple  in  order  to  confine  it 
to  the  opening  in  the  pharynx,  while  the  lower  tracheal  end  is  smooth  and 
can  move  up  and  down  according  to  the  motion  of  the  head  and  neck.  It, 
however  fits  fairly  tight,  so  as  not  to  permit  any  escape  of  air  while  speaking. 
By  means  of  this  simple  device  (Fig.  14),  the  patient  can  whisper  very  well 
and  can  be  clearly  understood.  Since  it  is  covered  by  the  patient  wearing 
a  handkerchief  or  band  about  the  neck,  most  people  think  that  the  patient 
has  a  cold.  The  method  of  producing  tone  is  now  being  experimented  with 
on  this  patient.  I  have  applied  a  means  of  compressing  this  rubber  tube  from 
the  outside,  thus  narrowing  its  caliber  at  one  place,  making  a  sort  of  a  chink 
and  he  is  able  to  produce  a  sound.  A  couple  of  elastic  bands  worked  right 
into  the  rubber  tube  as  had  been  suggested  to  me  by  Dr.  Iglauer,   is  also  a 
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liossibility.  Wheuever  the  patieut  eats,  he  is  compelled  to  remove  this  speak- 
ing device,  but  I  believe  that  that  objection  ivill  also  be  overcome  in  tinie, 
in  that  the  patient  «ill  be  able  to  get  the  head  in  such  a  position  that  noth- 
ing will  pass  into  the  tube,     lie  is  able  to  do  it  now  at  times. 

In  conclusion,  I  wish  to  say  that  this  patient  has  all  the  rights  to  expect 
a  complete  cure  from  cancer,  but  a  subsequent  report  will  be  necessary.  If 
when  this  patient  succumbs  from  no  matter  what  cause,  outside  of  cancer,  he 
is  not  thoroughly  examined  jiost  niortemally,  we  will  not  know"  whether  he 
was  cured  or  not. 

DISCUSSIO.V. 

I>r.  T.  J.  Harris,  New  York:  Just  a  single  word  of  commendation 
for  the  work  which  Dr.  Beck  has  been  doing.  He  deserves  the  hearti- 
est commendation  for  his  perseverance  and  for  the  amount  of  research 
work  in  all  directions  which  he  has  carried  out.  It  is  my  sincere 
hope  that  out  of  it  all  will  come  something  that  is  worth  while.  Much 
of  what  he  said  is  new  to  me.  There  are  one  or  two  points.  One  is 
as  to  the  result  of  Dr.  Voakley's  work  in  conjunction  with  Dr.  Burnham 
of  .lohns  HoDkins  in  the  lise  of  radium  in  carcinoma  of  the  laryn:(. 
The  radium  was  applied  externally.  He  showed  three  cases  last  year 
at  the  New  York  Academy  of  Medicine,  and  those  cases  could  certainly 
be  regarded  as  arrested  cases.  The  growth  had  disappeared.  He  took 
the  same  view  of  the  matter  that  any  of  us  would  take,  that  it  was 
too  early  to  predict  a  permanent  cure.  His  only  fear  was  that  the 
grow'th  would  return.  It  is  very  interesting  to  know,  however,  that 
radium  applied  externally  would  be  able  to  cause  the  disappearance 
of  the  growth.  My  own  experience  has  been  absolutely  futile  as 
regards  the  use  of  radium  in  carcinoma  of  the  esophagus,  or  larynx, 
ai)plied  internally. 

The  second  point  is  in  regard  to  the  ingenious  method  of  artificial 
voice.  Some  of  you  perhaps  remember  the  celebrated  case  of  Dr. 
Cohen,  in  which  the  man  had  a  natural  voice,  presumably  pharyngeal, 
which  could  be  understood  across  a  room.  Many  methods  have  oeen 
devised,  but  none,  so  far  as  I  know,  has  been  regarded  as  successful. 
If  what  Dr.  Beck  has  is  better  it  will  be  a  great  addition  to  these  cases. 

I  am  interested  in  having  Dr.  Beck  tell  in  conclusion  what  emphasis 
he  puts  in  a  broad  way  on  the  operative  treatment  of  carcinoma  of 
the  larynx.  Dr.  Mackenty  of  the  Manhattan  has  been  getting  excel- 
lent results.  He  has  reported,  and  will  possibly  again  report  his  cases 
so  far  as  his  results  go. 

Dr.  Samuel  Iglaiier,  Cincinnati:  I  would  like  to  ask  Dr.  Beck  if  he 
has  tried  intubation  with  radium?  I  liave  had  one  or  two  cases  where 
it  was  possible  to  intubate  the  patient,  using  an  ordinary  intubation 
tulie,  and  fastening  the  radium  capsule  on  the  outside  of  the  tube 
with  adhesive  plaster.  The  patient  can  then  breathe  in  a  natural  w^ay 
while  receiving  an   internal  application  of  radium. 

Or.  Harris:      What  are  your  results? 

Dr.  Ifjlaiier:  T  was  not  discussing  results,  but  tliere  was  no  perma- 
nent benefit.  The  point  I  wished  to  emphasize  was  that  the  ordinary 
method  of  treating  the  larynx  with  radium  requires  tracheotomy, 
while  this  method  obviates  tracheotomy. 

Dr.  Beck  (closing  the  discussion):  answering  Dr.  Iglauer:  I  have 
not  employed  intul)ation  for  the  application  of  radium.  Most  cases 
have  been  very  far  advanced,  and  tracheotomy  was  the  first  thing  I  had 
to  do.      However,  in  this  one  case  in  which  I  was  banking  on  X-ray  to 
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do  the  work,  that  probably  would  have  been  the  method  I  would  have 
employed,  but  the  quantity  of  radium,  as  stated,  which  is  necessary  in 
these  cases,  would  scarcely  go  into  the  larynx  and  the  patient  still  be 
able  to  Ijreathe.  The  125  milligrams  of  radium  which  I  am  using  in 
these  cases  1  have  in  four  separate  tubes,  one  50  and  three  25  milli- 
grams. That  is  the  way  we  have  them,  and  they  have  to  Ije  put  into 
the  larynx  and  about  it.  We  have  the  Rogers'  arrangement,  the 
tracheotomy  and  intubation  tul)es  combined.  We  take  the  regular 
radium  capsule  out  of  the  container  and  put  it  into  this  tube  made  for 
it  within  the  intubation  tube. 

Dr.  I^eb:  I  would  like  the  doctor  to  e.Kplain  why  he  has  given  up 
thyroidotomy? 

Dr.  Heck:  From  the  fact  that  in  every  case  but  two  in  which  I  have 
tried  it  there  has  Ijeen  recurrence.  I  so  thoroughly  believe  in  Dr. 
Crile's  work,  and  his  idea  in  regard  to  the  implantation,  that  1  think 
the  moment  you  cut  into  it,  even  in  doing  a  tracheotomy  for  that 
matter,  the.e  is  danger  of  cancer  implantation.  Bloodgood  has  said, 
that  on  operable  carcinoma  anywhere  in  the  body,  that  is,  within 
the  areas  that  may  be  removed — to  open  into  a  carcinoma  like  that 
is  as  much  to  be  condemned  as  is  the  general  practitioner  who  pro- 
crastinates in  examining  for  that  condition.  Do  not  open  into  a  cancer 
of  the  larynx  if  you  expect  to  get  a  cure. 

Dr.  Harris:  Just  a  further  word.  What  1  thought  was  the  most 
encouraging  part  of  the  report,  was  that  of  the  deep  penetration  in  the 
treatment  of  sarcoma. 

Dr.  Deck:  In  the  pharynx  cases  you  get  the  most  wonderful  imme- 
diate effect.  In  some  cases  there  is  complete  disapi)earanee.  If  I  may 
take  two  or  three  minutes  to  describe  a  case  of  retromaxillary  sarcoma. 
The  man  had  a  sinking  in  of  the  eye,  paralysis  of  the  tongue,  jiaralysis 
of  the  palate,  paralysis  of  the  larynx,  on  one  side  complete  blockage  of 
the  nose:  intense  pain,  so  that  even  large  doses  of  moriihin  would  not 
satisfy.  That  patient  had  three  erythema  doses  of  deep  penetration, 
X-ra.v  treatment,  and  that  required  about  thirty  seances.  Every  one 
of  these  symptoms  have  disappeared.  The  diagnosis  in  this  case  was 
cinched  by  the  microscope  as  a  spindle  celled  sarcoma. 

NOTE. — Since  reaclinsr  this  paper  anfl  rcportins^  tbe  marvelou.«!  effect  of 
rleep  penetrating  x-rays  on  tl.l.«  a.s  well  a.^  other  cases  of  sarcoma,  there 
occurred  a  rapirl  recurrence  with  very  sudden  termination  of  tbe  lives  of 
these  patients.  In  one  word  the  more  rapidly  tlie  sarcoma,  disappears  fol- 
lowing" tbe  use  of  x-ray  and  radium  the  more  rapid  is  its  recurrence  and 
f,Tt.il   termination. 


KEPORT  OF  A  CASE  OF  BILATERAL,  CONGENITAL, 
OSSEOUS  ATRESL\  OP  THE  EXTERNAL  AUDITORY 
CANAL  WITH  AN  EXCEPTIONALLY'GOOD  FUNCTIONAL 
RESULT  FOLLOWING  OPERATION. 

By  L.   W.  DEAX,  M.  D.  and  T.  R.  GITTIXS,  11.  D.,  Iowa  City,  Iowa. 

Occurrence.  Aeeordmg  to  Bezold  and  Siebenmann^  this  condition 
occurs  once  in  every  2000  ea.se.s,  and  one  out  of  every  six  case.s  is 
bilateral. 

In  1909,  Foi-sytlr  makes  the  statement  that  but  two  ca.scs  had  ))een 
reported  of  bilateral  atresia  in  wliieh  tliere  was  hearing  and  under- 
standing of  speech. 

T.  E.  Francis^  in  1910  speaks  of  one  case  of  unilateral  osseous 
atresia  in  10,000  ca.ses  examined. 

Pomeroy*  in  his  book  ""Disea-ses  of  the  Ear,"  1886.  makes  no  men- 
tion of  congenital  osseous  atresia  of  the  ear  canal.  Likewise,  Polit- 
zer's^  work,  translated  by  Sir  Wm.  Dalby  in  1894  speaks  only  of 
acquired  atresia,  not  even  noting  a  congenital  form. 

Pathology.  The  pathological  picture  of  a  typical  case  of  con- 
genital osseous  atresia  as  described  by  Bezold  and  Siebeumann'  is 
as  follows : 

"A  small  irregularly  formed  rudiment  of  cartilage  which  is  cov- 
ered with  skin  is  on  the  outside  in  place  of  the  auricle.  There  is  no 
entrance  into  the  meatu.s.  The  mastoid  process  usually  starts  di- 
rectly behind  the  glenoid  process  of  the  lower  jaw.  L'sually,  there 
are  rudiments  of  two  ossicles  and  no  drumhead  is  present.  The 
antrum  of  the  mastoid  is  most  often  quite  well  developed." 

These  writers  give  an  account  of  the  work  of  Joel"  in  1894  at 
which  time  he  compiled  records  from  eases  at  postmortem.  He 
found  aplasia  of  the  tympanum  and  also  the  drum-membrane.  The 
labyrinth  and  its  windows,  together  with  the  stapes  were  nearly  al- 
ways found  intact.  In  almost  all  of  the  cases,  the  os.seous  portion 
of  the  canal  was  represented  by  a  mass  of  compact  or  cancellous 
tissue ;  occasionally  a  small  defect  in  the  bone  could  be  obser\-ed,  or 
occasionally  a  narrow  fissure  leading  to  the  tympanum.  L^sually  the 
tympanum  was  narrowed  or  replaced  while  the  Eustachian  tube  was 
sometimes  abnormally  wide. 
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There  has  been  niuch  diseussion  as  to  tlie  probaljle  patholugy  iu 
atresia.  Some  writers  basing  their  arguments  on  clinical  observa- 
tions, others  on  their  studies  of  the  embryological  development  of 
the  ear.  One  group  claims  that  when  the  meatus  is  deformed,  that 
is,  congenitally  occluded  with  bone,  the  internal  ear  is  also  affected; 
the  other  group  holding  that  the  external  ear  can  be  and  usually  is 
deformed  without  the  inner  ear  being  affected. 

The  work  by  Page'  in  1.91-1:  presents  the  most  complete  review  of 
this  subject. 

Giving  Politzer  and  Kerrisou  as  his  authorities,  lie  says  that  the 
bony  meatus  is  not  associated  with  the  development  of  the  essential 
organ  of  hearing.  The  greater  part  of  the  tympanum  itself,  in- 
cluding the  osseous  portion  of  the  Eustachian  tube,  except  a  small 
part  of  the  anterior  tympanic  wall  and  roof,  develops  with  the 
essential  organ  of  hearing  in  the  petromastoid  portion,  and  is  not 
a.ssociated  with  the  development  of  the  meatus  and  auricle  in  any 
way.  He  goes  on  to  say  that  according  to  Politzer,  {he  stapes 
develops  from  the  labyrinthine  capsule  and  a  ring-shaped  deposit 
situated  laterally  to  the  labyrinthine  capsule,  thus  explaining  the 
fact  that  the  stapes  is  i-arely  found  missing  in  these  atresia  cases 
while  the  other  ossicles  may  be. 

On  the  authority  of  Cassels,*  writing  in  the  (ilasgow  Medical 
Journal  in  1876  Page  says :  ' '  Even  in  cases  where  there  is  total 
absence  of  the  Eustachian  tube  accompanied  by  absence  of  an  ex- 
ternal auditory  meatus  and  tympanic  cavity,  a  normal  labyrinth 
will  usually  be  found,  and  in  all  probability  a  stapes. ' ' 

Quoting  Alexander'  (Zeitschrift  fur  Ohrenheilkunde  1908)  he 
says :  Conclusions  were  reached  after  many  autopsies  by  this  writer 
that  in  the  vast  majority  of  cases  a  deformity  of  the  ear  was  limited 
to  either  the  conducting  apparatus  or  the  perceiving  apparatus, 
alone. 

Page"  also  (piotes  Costex  and  Berruyer  who  in  turn  accredit 
Alexander  with  the  observation  that  a  malformation  of  the  labyrinth 
always  affects  the  facial  nerve  and  auditory  at  the  same  time,  and 
that  one  may  conclude  from  this  that  all  malformations  of  the  ex- 
ternal ear  coexistent  with  facial  paralysis  indicate  alteration  in  the 
labyrinth. 

In  concluding  his  diseu.ssion  Page"  gives  as  his  own  opinion  that 
it  can  definitely  be  stated  that  cases  of  defective  development  of  the 
internal  ear  are  rarely,  if  ever,  found  a.ssociated  with  atresia  of 
the  external  ear  in  otherwise  well-developed  infants. 
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Tile  (Icvrldiniiciit  of  tlir  rill-  lis  .uivcn  liv  Dtictor  Prmtiss.  Iload  of 
tlu'  Dcpiirtiiii'iil  (if  Aiinl<iiiiy,  rnixcrsity  of  lo\\;i,  jiyrt'cs  with  thi' 
al)Ove  eoiK'lusioiis.  lie  dcNcfilics  the  iiiiildlc  eai-  as  an  uppusliing  of 
the  first  visceral  ch'fr.  th<'  mnllriis  and  ineus  as  formed  from  tlie 
upper  extremity  of  Meekel's  cartilage.  The  external  auditory  canal 
and  drumhead  are  evidence  of  the  inpushing  of  ectoderm  from  witli- 
luit.  the  uppiishing  of  entoderm  from  within  and  the  overgrowth 
(lutward  of  the  skull  to  accommodate  the  growth  of  tlie  brain.  The 
internal  ear  is  described  as  derived  from  the  otic  vesicle,  which 
ptishes  in  from  the  ectoderm,  then  l)ecomes  entirely  separated  from 
the  exterior. 

The  following  represents  opinions  contrary  to  these  just  ex- 
l)ressed : 

1.  Kopetzky'"  in  ]!)(IS  makes  the  statement  that  the  graver  forms 
of  atresia  are  usually  associated  with  maldevelopment  of  the  middle 
and  internal  ears,  it  being  rare  to  find  a  well-developed  concha.  He 
gives  as  his  authority  Link,  Jacobson.  Blau,  L.  Woltf  and  Brieger. 
He  also  quotes  Schwartze  as  saying  that  invariably  with  grave  one- 
sided atresia,  a  maldeveloped  labyrinth  also  exists  on  the  affected 
side,  and  substantiates  his  observations  by  the  fact  that  a  test  fork 
on  the  the  middle  of  the  t0]i  of  the  head  is  heard  only  in  the  normal 
ear. 

2.  Fors.yth,  F.  A.-  in  1!)0!)  states,  that  congenital  atresia  is 
usually  associated  \\ith  inal formation  of  the  auricle  and  in  most 
eases  with  malformation  of  tlie  middle  and  internal  ear. 

Prognosis.  In  going  over  the  literature  on  this  subject,  one  is 
forcibly  impressed  that  the  general  trend  of  (i])iniiin  of  the  best  men 
has  been  and  still  is  against  operative  intei-fereuce. 

Dench"  in  1!)0()  discourages  any  operative  work  in  osseous  atresia 
cases,  saying  that  results  do  not  warrant  attempt  at  interference. 

Hovell,  T.  ]\lark'- in  1S!)4,  says  that  ]irognosis  is  bad  because  of 
the  chance  of  trouble  in  the  inner  ear.  Pie  advises  against  inter- 
ference in  unilateral  cases  and  considers  no  operation  is  practicable 
in  cases  where  an  osseous  mass  occupies  the  place  of  the  external 
auditory  meatus. 

Kopetzky"'  states  that  results  of  operation  are  usually  bad  if  func- 
tionating apparatus  seems  to  be  at  all  affected. 

Phillips,  W.  A.'"'  in  ISIll  gives  as  his  opinion  that  congenital 
atresia  of  the  external  auditory  canal  should  be  let  alone  because 
of  the  bad  residts. 

Beck.  J.  (_'."  says  not  to  operate  for  the  same  reason. 
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Ralh'Ugei''"' advises  against  operative  iiitei-fcrciicc  in  those  eases. 

Andrews'"  gives  a  fail-  prognosis  ))ased  on  a  case  in  wliieh  mastoid 
route  was  taken  and  liearing  was  soiiicwhat  inipioxed. 

Hersliel'"  says  tliat  pi'ognosis  is  vim'v  bad.  basing  his  opinion  on 
one  ease  of  his  own  and  foui'  eases  which  he  found  in  the  literature. 

Bisliop''  in  18!)0  in  diseussing  iiuiieiforate  auditory  eanals  wliere 
tliere  is  osseous  occlusion  advises  against  operation  and  states  that 
the  best  authorities  were  at  this  time  against  operative  interference 
unless  there  was  only  a  thin  bony  septum.  He  mentions  that  Polit- 
zer  advised  against  operation  unless  this  condition  was  present. 

^lilligan'"  in  1910  says  only  to  operate  when  one  could  i)alpate 
the  annulus  and  could  demonstrate  a  passage  of  air  to  the  middle 
ear  through  the  Eustacliian  tulie. 

Page"  in  his  work  of  1914  is  practically  the  only  writer  who  gives 
an  at  all  favorable  prognosis  in  these  osseous  atresia  cases.  He  says 
that  "operation  is  wan-anted  in  practically  every  case  of  bilateral 
congenital  microtia  with  total  osseous  atresia  whirli  occurs  in  an 
otherwise  well-formed  infant."  Ju  liis  writing  he  gives  the  fol- 
lowing as  the  most  iirevalent  reasons  given  as  a  basis  of  non-inter- 
ference : 

1.  That  whiM-c  the  extei-nal  auditory  canal  is  deformed  and  the 
meatus  congenitaily  occluded,  there  invariably  e.xists  such  exten- 
sive defect  either  in  the  conducting  mechanism,  or  in  the  perceptive 
apparatus,  or  both,  that  operation  is  unwarranted. 

As  an  argument  against  this  theory,  he  refers  to  the  de\elop- 
niental  facts  and  postmortem  findings  referred  to  in  this  papei' 
under  the  discussion  of  the  pathology. 

2.  That  the  operation  should  not  be  performed  unless  tuning 
forks  and  bone  conduction  tests  are  found  to  indicate  a  functionat- 
ing mechanism. 

3.  That  it  is  jiractically  impossible  to  ])rc\ent  closui'e  of  an  arti- 
ficial canal  after  it  has  been  made. 

This  last  reason  he  disiioses  of  by  i-i-feri-ing  to  the  method  of 
doing  a  mastoidectomy,  tiien  skin-gi-afting  the  ca\ity  as  was  done 
in  his  case. 

Trcatmt  III .     Tlie  following  operations  1  have  found  described: 

1.  Tiezold  and  Siebeumann'  in  19()S  desci'ibc  an  o]ieration  sug- 
gested and  tried  by  Schriebe. 

This  operator  opened  into  the  antrum  I'l^Jin  the  mastoid,  made  a 
wide  canal  by  lining  the  mastoid  c;i\ity  with  Tidersch  grafts. 
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2.  Kopetzky'"  in  1908  cites  an  operation  of  Jaeger  in  which  the 
lua.stiiid  was  opened  down  to  the  antrum  and  then  left  open  pos- 
teriorly, thus  allowing  sound  waves  to  reach  the  middle  ear  through 
the  mastoid  cavity  and  aditus. 

0.  Andrews"'  gives  record  of  a  case  operated  upon  hy  the 
mastoid  route.  Skin  flaps  were  made  and  turned  down  into  the 
wound. 

4.  IlersheP'  suggests  a  radical  mastoiil  operation,  hut  indicates 
a  bad  prognosis. 

5.  Dench"  in  lOOO  descrilies  an  ojieration  in  which  the  canal  is 
made  in  the  usual  site,  then  kept  open  by  means  of  a  rubber  or 
metal  tube  until  cicatrization  takes  place. 

6.  Alexander"  in  190S  gives  history  of  one  case  in  which  a  mas- 
toidectomy was  done,  and  skin  flaps  were  made  from  the  posterior 
part  of  the  wound.    The  meatus  thus  formed  was  packed. 

7.  Duel-"  describes  a  case  in  which  both  mastoids  were  opened 
and  the  cells  cleaned  out.  Skin  grafts  were  u.sed  in  the  wounds  to 
form  the  meatus,  but  without  result  as  the  wounds  were  closed  with 
no  improvement  in  hearing. 

S.  Beren's-'  case.  This  case  operated  by  Kerens  was  described 
by  Duel.  A  radical  mastod  operation  was  done  on  each  side,  then 
the  cavity  was  dermatized  with  flaps. 

9.  Page."  The  mastoid  cavity  was  opened,  and  the  cells  cleaned 
out  down  to  the  tympanum.  An  opening  was  made  in  the  auricle, 
then  the  mastoid  incision  was  closed.  Ten  days  later  a  skin  graft 
in. the  mastoid  wound,  through  the  artificial  meatus  was  done. 

REPORT    OP    CASE.S. 

1.  Alexander's  c.ise  (9)  Ziir  Chirurgischen  Behandluug  der  kongenitalen. 
Zeitsehrift  fur  Ohrenheilkunde  .55:344   (1908).     Eeported  by  Page  (7). 

This  was  a  ease  of  a  boy  eleven  years  of  age,  with  a  normal  left  ear  and 
congenital  microtia  with  total  bony  atresia  in  the  right.  Operation  was 
performed  for  mastoiditis. 

He  found  the  absence  of  a  bony  canal,  pus  in  the  mastoid  cells  and  ossicles 
present.     The  drumhead  was  absent,  a  bony  plate  being  in  its  place. 

The  operation  was  completed  by  tucking  in  skin  flaps  from  the  posterior 
part  of  the  wound.  The  meatus  thus  formed  was  packed.  Eight  months 
after  the  operation,  the  meatus  was  4  mm.  wide. 

As  a  result  he  gives  an  improvement  in  hearing  from  1  metre  through  a 
tube  before  operation,  to  4  or  5  metres  after  operation. 

2.  Blumenthal's  case  (22).  Mention  was  made  of  two  cases  in  which  re- 
sults of  operation  were  very  unsatisfactory.  This  writer  argues  against  opera- 
tion, saying  that  one  should  keep  what  hearing  was  already  present. 

3.  Duel's  case  (20).  This  case  was  a  girl  twelve  years  of  age  with  a 
bilateral  total  osseous  occlusion  of  the  ear  canals. 
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Both  mastoids  were  operated,  then  skin-grafts  were  applied  in  the  wounds. 
The  wounds  failed  to  keep  open  and  there  was  no  improvement  in  hearing. 

4.  Dahnier's  case  (23).  In  this  instance  the  patient  was  three  years  old 
and  had  a  bilateral  osseous  atresia. 

Operation  was  performed  on  each  side,  a  bony  canal  being  made  to  the 
tympanum.  Drumheads  were  not  present.  The  stapes  were  present  on  each 
side. 

The  author  reports  that  the  hearing  was  much  improved. 

5.  Morris'  case  (24).  This  was  a  case  of  a  boy  ten  years  of  age  with 
a  bilateral  bony  atresia.  The  patient  could  hear  loud  voice.  The  mastoids 
were  opened.     The  author  does  not  give  results  nor  describe  operation. 

(5.  Braun 's  case  (7).  Page  reports  this  case,  saying  it  was  unpublished 
at   the  time  of  his  work. 

The  findings  at  operation  were  that  the  jaw  encroached  on  the  line  of  the 
canal,  annulus  was  present,  but  no  drumhead  was  found.  Ossicles  were  found 
in   a  practically  normal  tympanum. 

The  author  gives  as  a  result  a  marked  improvement  in  hearing. 

7.  Cheatles'  case  (2.5).  This  author  reports  a  case  of  congenital  nial- 
formation  cf  the  auricle  and  meatus  with  unilateral  osteons  atresia.  There 
was  a  fairly  well  formed  auricle  without  a  uieatal  opening.  Some  hearing  was 
present  and  vestibular  reactions  were  positive.  The  X  ray  picture  showed 
mastoid  cells  and  middle  ear  tract.  The  .law  ajiiienred  to  articulate  with  the 
posterior   meatal   wall. 

At  the  time  of  the  operation  no  mastoid  cells  and  no  tynijianii'  ]ilate  were 
found.      After  finding  no   meatus,  the  ojierator  stopped. 

S.  Beren 's  case  (7).  This  case  was  reported  by  Page,  who  said  that  up 
to  the  time  of  his  work  it  had  not  been  reported. 

The  patient  was  five  years  of  age.  He  had  a  bilateral  osseous  atresia  of 
the  ear  canals.  Both  sides  showed  articulation  of  the  iaw  with  the  anterior 
wall  of  the  mastoid. 

A  radical  mastoid  ojieration  was  done  on  each  side.  Xo  drumheads  were 
found.  On  one  side  a  rudimentary  malleus  and  incus  were  found,  on  the 
other  a  rudimentary  malleus,  while  the  stapes  was  present  on   each  side. 

The  mastoid  cavity  was  dermatized  with  skin  flaps. 

A  good  result  was  reported. 

9.  Hershel 's  case  (17).  In  1909  this  writer  reports  a  case  of  congenital 
atresia  of  the  auditory  meatus  in  which  the  auricle  .was  normally  developed. 

The  patient,  an  old  lady,  was  the  offspring  of  blood-relations.  The  hearing 
was  10  cms.  for  whispered  voice. 

The  meatus  was  found  ocrluded  by  a  jdate  of  bone.  The  Eiistarhian  tube 
was  found  to  be  patent. 

On  postmortem  (no  operation  was  performed)  no  drum  membrane  was 
present. 

10.  Page's  case  (7).  The  patient  was  two  years  of  age  with  a  bilateral 
osseous   atresia. 

One  ear  was  operated  at  this  time.  The  mastoid  was  opened  (mucopurulent 
material  found).  The  antrum  was  located,  small  aditus  and  contracted  middle 
ear  were  exposed. 

There  was  no  fibrous  canal,  drumhead  or  annulus  found,  likewise  no  ossicles. 
The  eustachian   tube  was  open. 
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All  ni'i'iiiiii;  "IIS  iiKido  in  tin'  niiiiclo,  tlieii  the  posterior  incision  was  closed. 
After   tell   da v.s '   time,   a   skin   ^v-.tit    was   done.     Caloric  test   was   positive. 

Twii  years  later  the  meatus  was  .1  iiiiii.  in  diameter,  the  cavity  was  clean 
and   tile  hearing  was  iniprr)ved. 

Later  tlie  other  ear  was  ojierated.  Xti  meatus  or  bony  canal  was  fo\ui(l, 
likewise  no  ossicles.  An  indefinite  drumhead  and  poorly-formed  malleus  were 
]iresent,  while  the  incns  was  qnite  well-formed.  The  stapes  was  present  as  was 
afterwards    demonstrated. 

.\n  artificial  meatus  was  fcuined.  then  Thiersch  grafts  were  applied  ton 
.lays  later. 

Caloric   test    was   jjositive. 

Three  years  after  the  first  oijeratimi  the  nmther  of  the  ]iatient  says  child 
can   hear   natural  tone   of  voice. 

After  .-1  sludy  of  his  case  and  those  re]:orted  in  the  literature.  Page  (7) 
makes   the  followinir  conclusions: 

1.  Operation  is  warranted  in  praclically  every  case  of  bilateral  ciin<;enital 
inii-rntia  ^\i1h  total  nspeous  atresia  which  occnrs  in  an  otherwise  well  formed 
infant. 

■2.  After  a  child  with  iliis  deformity  has  reached  two  years  nf  a,t;e.  X-rays 
slionld  le  taken,  then  the  mastoid  opened.  If  a  drnmhead  is  not  found,  the 
i-niitenls  of  the  tyni|iannni  with  the  exceiitioii  of  the  stajies  should  be  removed. 

'■).     In.inry  to  the  .jaw   can  1-e  avoided  by  keejiing  well   posteriorly. 

4.     Tt  is  best  to  allow  a  large  cavity,  then  line  it  with  skm  grafts. 

.1.     The  oTieration  should  be  done  early  to   allow  the  development  of  s))oech. 

I'atieiit,  L.  McC.     Male.     Age,   l-l.     White. 

K.  C.  iKior  hearing. 

The  patient  cnnie  to  tin-  Cniversity  lbis],ital,  June  21,  IIMH,  coiiiidaining 
nf  i>oor  hearing. 

The  jiatient's  hearing  had  been  ]ioor  since  birth.  When  two  years  of  age 
he  began  learning  to  talk. 

The  jiatient  says  his  hearing  has  been  failing  more  rajiidly  during  the  pa.st 
year.  There  is  some  tinnitns  at  times,  lie  says  he  hears  best  when  on  a 
train  or  anywhere  wliere  there  are  lond  noises.  There  has  been  some  di^^iness 
at  times,  never  marked.  At  one  time  such  a  di?zy  s|jetl  was  associated  with 
staggering  and   vomiting.     Tliis   was   abont   six  years   ago. 

The  [latient  is  in  the  seventh  grade,  has  always  seemed  quite  backward. 
I'.-i rents  think  he  dnis  not   talk  as  idainly  as  he  should. 

The  child  was  born  at  full-term  after  a  normal  labor,  lie  is  the  third  child 
in  a  family  nf  nine.  There  are  no  other  deformities  in  the  family.  There  are 
no  children  ile.-id.  There  is  no  history  of  miscarriages.  Xo  history  of  con- 
sanguinity can  be  obtained.  I'.atient  has  had  measles  and  mumiis;  has  not 
had  scarlet  fever  or  diphtheria. 

KxamiiHition.     Ears. 

Kiglit  ear.  Auricle  a|ipeais  nonnal  in  size  and  |iositioii.  AVhere  the 
external  meatus  should  be  is  a  concavity  .1  mm.  deep.  Probing  shows  it  to 
be   bone   covered   with   skin. 

Hearing  with  alarm.  Forced  whispered  voice,  three  inches.  Siioken  voice, 
five  feet. 

Hearing   wilhout    alarm.      Saim-. 
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K'iiiiie.  Xi'i^ative.  T'one  iiiniUictioii  slightly  less  tli;iii  iinniial.  Air  I'luiiliic 
tidiis  iiuirli  cut  down. 

Wel-ei's  test,     hoi-albcs  to  the  left. 

l.ov.   mites  iiie  markedly  c-ut  down.     Hears  L"  fork  only  at  marked  iuteiisity. 

High  notes  are  fut  down,  Inif  are  heard  better  than  lower  ones.  Hears  C^ 
fork  at  high  intensity. 

Left  ear.  The  left  ear  is  similar  to  the  right  excejit  that  the  external 
anditory  lanal  extends  inward  about  Vi  •'"i-  Probe  again  eomes  against 
e|pidcrniis  covering  over  what  is  ai))iarently  solid  bone. 

Hearing  with  alarm.  Forced  whispered  voice,  two  inches.  Spoken  voice, 
three  feet. 

Vestibular  test. 

1.  Rotation  test.  Patient  was  rotated  from  left  to  right  ten  turns  in 
twenty  seconds.  Xystagmus,  almost  wholly  horiiontal  in  tyjie,  was  )iresent 
on   looking  to  the  left,  and  lasted  thirty-five  seconds. 

After  rotating  from  light  to  left,  nystagmus  was  jiresent  on  looking  to  the 
right  for  forty  seconds.  Patient  became  quite  nauseated  and  vomited  profusely 
ten   minutes  after  cnmiiletion   of  the  rotation   tests. 

2.  Caloiic  test.  Water  at  (iS  degrees  was  applied  to  each  remnant  of  ear 
canal  for  six  minutes.  X'o  nystagmus,  vertigo  or  nausea  resulted.  Ice  water 
was  appl'od  in  the  same  way  for  six  minutes.  Xo  nystagmus,  vertigo  or 
nausea  I^snlted. 

Xasophaivnx.  Uiifice  of  each  Kiistncliian  tul  e  ap]  eared  smaller  than  iiorniil. 
1  ut  appeared  to  1  e  jiatent.  The  tissues  surrounding  the  orifice  ap]ieaved  to 
1  e    atrouhie<l. 

Wasserniann  on  Mood  is  negative. 

X-rays  of  mast(jiils.     Shows  mastoid   cells  on   both  sides  ajijiarently   normal. 

An   area   is  made  out   in  each   jdate  which    is  ajiparently  tympanic   cavity. 

On  June  215,  19I(i,  the  left  ear  was  operated  upon  with  the  hope  of  estab- 
lishing a  meatus,  the  su])]iosition  being  that  the  perceiving  ap])aratus  was 
intact  and   functionating. 

Oiieralii  II.  The  left  mastoid  was  opened  and  a  simple  mastoidectomy  w.is 
done  in  the  usual  manner.  Oils  seemed  to  be  normal.  The  antrum  of  the 
mastoid  was  found,  aditus  was  approached  and  enlarged  until  the  incus  was 
well  ex|iosed.     The   incus  a])peiued  normal   and  movable. 

Taking  the  floor  of  the  aditus  as  a  guide  for  the  facial,  the  bone  external 
to  the  tyui]ianic  cavity  was  attacked.  Solid  bone  about  one-third  the  thickness 
of  a  normal  canal  was  found  between  the  mastoid  eells  and  glenoid  fossa. 
This  was  removed  with  the  burr  working  outwards  to  the  concave  area 
representing  the  external  meatus.  Xo  annulus  could  be  deteeted.  Just 
external  to  the  (iroiier  position  for  the  annnlus,  a  small  eavity  3  mm.  in 
diameter  was  found.  This  communicated  with  the  tym]ianie  eavity  by  means 
of  a  very  small  ojipning  into  which  a  mastoifl  seeker  fitted  tightly.  X''o  evi- 
dence of  a  drumhead  was  to  be  seen.  A  seeker  introduced  from  without  into 
this  aperture  caused  a  movement  of  the  incus.  The  external  wall  of  the 
tympanum  was  so  constricted  in  the  anteroposterior  direction  that  it  was 
not  considered  advisable  to  attem|it  the  enlargement  of  this  opening.  The 
solid  lioue  was  removed  externally  to  the  concave  depression  in  the  concha.  A 
large  opening  was  made  in  the  concha.  The  mastoid  cavity  was  lined  with 
Thiersch  grafts,  and  the  wciund  closed  posteriorly.     The  grafts  were  held  with 


;3iH 


L.    W.    DEAN   AND    T.    R.    GITTIXS. 


tlio  usual  cotton  pledgets  dipped  in  aristole  powder.  Tlie  last  of  the  packing 
lieing  done  through  the  opening  in  the  concha. 

This  operation  resembled  a  nieatomastoid  operation  with  primary  skin-graft. 

On  the  third  day  following  the  operation  the  cotton  pledgets  were  removed. 
There  was  practically  no  odor,  graft  seemed  to  lie  holding  perfectly.  There 
was  no  i>us  and  a  very  small  amount  of  discharge.  A  light  iodosyl  drain  was 
]iut  in  the  wound  very  loosely.     Facial,  O.  K. 

July  1,  ]9Ui.  Graft  holding  very  well.  Practically  no  odor.  Dressing  just 
moistened  with  discharge.  Hearing  without  alarm.  Whispered  voice,  twelve 
feet.     Sjioken  voice,  forty-five  feet. 

July  (),  U1l(;.  Oraft  has  held  best  in  the  region  of  the  aditus.  There  has 
been  a  small  amount  of  discharge  each  day.     Apparently  no  pus. 

July  Hi,  ]!)l(i.  Most  of  the  siqierficial  epidermis  of  the  graft  has  sloughed. 
Holding  well  in  the  region  of  the  aditus,  slight  bulging  posteriorly.  Pack  of 
loose  gauze  saturated  with  discharge.  No  bad  odor.  Hearing  with  alarm. 
Wliis])ered  voice,  three  feet.  Spoken  voice,  nine  feet.  Hearing  without 
alarm.     Whispered  voice,  ten  feet.     Spoken  voice,  forty  feet. 

.Tuly  21,  191G.  Graft  continues  to  look  fine.  There  is  quite  a  free  discharge. 
The  hearing  is  the  same  as  on  July  Ifi,  1916. 

Augnst  10,  1910.  The  wound  is  covered  with  healthy  looking  epidermis 
cxce'it  in  one  snndl  area  posteriorly.  The  hearing  is  the  same  as  on  July  16, 
19'(;. 

Anyiist  ■2(i.  Uni;.  Till'  winiiiil  has  been  ijrM.lually  liealinK  and  the  discharge 
has  almost  ceased.  There  is  a  smooth  epidermal  layer  over  the  region  of  the 
aditus. 

Hearing  with   alarm.     Whisj^ered   a  nice,   three  feet.     Simken   voice,  ten   feet. 

Hearing  witliimt  alarm.  Wliispmed  voice,  twelve  feet.  Spoken  voice,  forty- 
eight  feet. 

The  can;il   is  abmit    1    i-iii.    in    .liaineter  at  the  smallest   )ilace. 

Se])tember  ".  19l().      The  right  ear  was  operated. 

A  simple  nuistoidectomy  was  ]ierformed.  All  of  the  cells  were  removed. 
The  antrum  was  entered,  and  the  aditus  exposed.  The  horizontal  semicircular 
canal  and  long  jirocess  of  the  incus  were  exposed.  The  incus  was  movable,  but 
»vas  not  nearly  so  free  as  it  should  be.  It  seemed  somewhat  deformed  and 
fixed  at  the  lower  joint. 

No  trace  of  any  cavity  external  to  the  position  of  the  annulus  on  this  side 
was  discovered.  A  thick  wall  of  bone  between  the  mastoid  cells  and  the  glenoid 
fossa  was  reamed  out  using  the  burr.  The  soft  tissues  of  the  fossa  were  acci- 
dently  exposed.  From  this  there  was  no  disturbance  in  the  temjioromandibular 
articulation  at  any  time.  No  annulus  or  drumhead  was  seen.  The  bone  exter- 
nal to  the  tympanum  was  not  removed. 

The  lateral  sinus  and  dura  iu»the  middle  fossa  were  exposed  and  so  primary 
skin-grafting  was  not  attempted. 

Just  internal  to  the  concave  depression  representing  to  us  the  position  of  the 
external  auditory  meatus  was  a  little  cartilage.  This  did  not  penetrate  the 
bone,  but  fused  with  the  tissues  of  the  glenoid  fossa. 

An  ojiening  was  made  in  the  concha,  the  posterior  wound  closed,  and  the 
mastoid  packed  through  the  opening  in  the  concha. 

The  facial   was  O.  K.  after  the  patient  regained  consciinisnesss. 
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SeptemVier  7,  191  fi.  Tbe  dressings  were  removed.  Hearing  with  alarm. 
Right  ear.  Whispered  voice,  two  feet.  Spoken  voice,  eight  feet.  Hearing 
nithout  alarm.  Left  ear.  Whispered  voice,  fifteen  feet.  Spoken  voice,  forty- 
eight  feet. 

September  15,  1916.  The  wound  is  granulating  nicely.  Hearing  with 
alarm.  Right  ear.  Whispered  voice,  two  and  cne-half  feet.  Spoken  voice, 
nine  feet.  Hearing  without  alarm.  Left  ear.  Whispered  voice,  eighteen  feet. 
Sjioken  voice,  fifty-four  feet. 

September  20,  1916.  The  wound  on  the  right  side  is  still  open  posteriorly. 
This  is  being  packed  daily.  A  light  pack  is  .placed  in  the  left  ear  each  day. 
A  small  area  near  the  external  meatus  has  not  epidermized  as  yet. 

September  22,  1916.  The  wound  on  the  right  side  was  grafted  today.  Tbe 
original  mastoid  incision  was  opened  throughout  its  extent  again,  exuberant 
granulations  were  curetted,  Thiersch  graft  from  the  leg  was  placed  in  the 
wound,  covering  over  smoothly  the  region  of  the  aditus.  The  wound  was 
closed  posteriorly  and  cotton  pledgets  packed  in  through  the  meatus  to  hold 
the  graft  in  position.  The  facial  was  O.  K.  after  the  patient  regained  con- 
sciousness. 

September  26,  1916.  The  cotton  pledgets  were  removed.  The  graft  appears 
clean  and  white.  A  plain  linen  pack  was  put  in  loosely.  Xo  bad  odor. 
There  is  quite  a  free  discharge. 

October  1,  1916.  The  dressings  in  each  ear  are  being  changed  daily.  The 
graft  in  the  right  ear  is  holding  very  well.  There  is  a  small  amount  of  dis- 
charge on  the  pack  each  day.  The  meatus  in  each  ear  is  about  one  cm.  in 
diameter. 

October  o,  1916.  On  this  date  the  left  ear  which  was  operated  first  presents 
a  meatal  opening  of  from  eight  to  ten  mm.  in  diameter.  The  canal  from  the 
meatus  down  to  the  region  of  the  aditus  is  considerably  larger  in  diameter 
and  covered  with  healthy  looking  epidermis  except  for  one  small  area 
])osteriorly.  The  graft  in  the  right  ear  is  holding  very  well.  There  is  less 
discharge  each  day  and  the  meatus  is  about  ten  mm.  in  diameter. 

A  review  of  the  literature  has  brought  out  no  case  with  such  improvement 
in  hearing  and  satisfactory  meatal  opening  and  canal  as  has  this  case.  The 
case  reported  by  Page  is  the  best  result  so  far  reported  and  the  improvement 
in  this  instance  in  the  hearing  was  not  accurately  determined  so  that  no 
definite  statement  could  be  made. 

The  findings  on  February  1,  1917.  Seven  months  after  the  operation  on 
the  left  mastoid  the  hearing  in  the  left  ear  was:  Whispered  voice,  forty 
feet,  without  the  alarm.  The  right  ear  was  not  tested  because  of  an  acute 
middle  ear  otitis  which  was  present  at  this  time.  A  few  days  before  the 
membrane  covering  the  aditus  bulged  and  ruptured.  Now  there  is  a  suppura- 
tive discharge  from  its  perforation. 

Examination  of  the  left  ear.  The  external  meatus  is  1  cm.  in  diameter. 
The  mastoid  cavity  is  completely  covered  with  white  dry  skin.  There  is 
nothing  that  looks  like  an  external  canal.  At  the  bottom  of  this  cavity  the 
aditus  cannot  be  seen.  The  site  of  the  aditus  is  a  perfectly  smooth  concave 
wall.  The  small  space  external  to  the  annulus  mentioned  in  the  early 
description  has  been  filled  in  and  disappeared.  The  external  wall  of  the 
tympanum  cannot  be  seen  as  such.     The  aditus  is  closed  over  by  what  seems 
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to  be  a  touyh  filirous  iiienibrane  which  is  undoubtedly  acting  as  a  tjinpanic 
membrane. 

Examination  of  the  right  ear.  Four  weeks  ago  this  ear  was  seen.  At 
that  time  the  interior  of  the  ear  was  the  same  as  the  left.  The  hearing  in 
the  right  ear  was  not  so  good  as  the  left. 

A  jieculiar  thing  in  connection  with  this  case  in  testing  the  hearing  has 
always  been  the  way  in  which  the  hearing  was  cut  down  by  using  the  alarm 
apparatus.  This  has  always  interfered  with  the  testing  of  the  exact  amount 
of  hearing  in  the  })Oor  ear. 

About  two  weeks  ago  the  patient  complained  of  an  earache  in  the  right 
ear.  On  examination  this  fibrous  membrane  and  skin  covering  the  aditus 
in  the  right  ear  was  found  to  be  bulging.  The  next  day  the  bulging  skin 
ruptured,  and  u]i  to  the  time  of  examination,  February  2,  there  has  been 
a  suppurative  discharge  from  the  tympanum.  The  membrane  covering  it 
is  perforated  and  looks  very  much  like  a  perforated  normal  tympanum. 

Our  expectation  is  that  with  ti'eatment  of  the  suppurative  middle  ear  otitis 
this  membrane  coveiing  the  aditus  will  heal  the  same  as  the  tympanic 
membrane  does. 

At  this  time  the  discharge  from  the  right  ear  has  ceased  and  the 
membrane  covering  the  aditus  has  healed  in  a  manner  similar  to  the  healing 
of  a  perforated  drumhead. 
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DISCUSSION. 

Ur.  Xorval  H.  Pierce,  Chicago,  111.:  I  have  not  had  very  much  experi- 
ence in  these  cases.  I  think  a  review  of  the  subject  would  lead  one  to 
believe  that  this  external  deformity  is  very  frequently  associated  with 
deformity  of  the  sound-conducting  apparatus,  that  is,  the  deformities 
of  the  internal  ear.  It  is  ver.v  difficult  to  make  tests  in  these  cases 
in  young  children — to  find  out  by  functional  tests  whether  there  is  a 
sound  preserving  apparatus  or  not,  or  whether  it  is  deformed  or  not. 
In  later  life  I  think  it  is  pretty  well  established,  that  is,  after  puberty 
where  the  patients  can  give  intelligent  answers,  that  there  is  more 
or  less,  usually  more,  defect  of  the  sound  preserving  apparatus. 

I  have  operated  on  these  cases  with  not  nearly  the  good  results 
which  Dr.  Dean  reports,  largely  owing  to  the  fact  that  I  find  it  very 
difficult  to  keep  an  opening  into  the  antrum.  Of  course  that  is  the 
universally  recognized  method  of  operating,  get  into  the  antrum  and 
establish  a  canal  irrespective  of  where  it  should  naturally  be — but 
establish  a  canal  which  keeps  an  opening  into  the  antrum. 

I  have  been  discouraged  also  by  results  in  operations  for  microtia, 
or  defects  in  the  conformation  of  the  external  ear.  Most  of  these  are 
little  or  no  better  after  the  best  efforts  that  I  am  able  to  put  forth. 
Still  this  paper  of  Dr.  Dean's  draws  attention  to  the  fact  that  we  can, 
by  properly  operating,  greatly  increase  the  hearing  power  of  some 
of  these  little  children. 

I  think  the  main  thing  is  to  establish — and  this  will  be  for  the 
research  of  the  future  to  establish — what  we  may  expect  as  to  the 
sound  preserving  apparatus,  whether  in  existence  at  the  time  of  the 
operation  or  not.  On  that,  of  course,  depends  the  prognosis  absolutely. 
If  the  sound  preserving  apparatus  is  present,  then  in  all  probability 
there  may  be  a  deformed  conducting  apparatus.  If  that  is  present, 
and  if  we  can  establish  a  canal  leading  to  the  antrum,  which  will 
keep  open,  then  the  hearing  will  be  benefited. 

Dr.  J.  W.  Murphy.  Cincinnati,  Ohio:  The  report  of  this  case  of  Dr. 
Dean's  is  very  interesting.  I  would  like  to  report  in  this  connection  a 
case  which  I  now  have  under  observation.  The  child  is  now  four  years 
old.  I  have  had  it  under  observation  since  birth.  I  first  saw  it  when 
it  was  three  months  old.  The  child  is  a  monstrosity,  the  head,  face, 
and  everything  being  badly  deformed.  There-  are  no  external  ears, 
but  only  a  little  portion  of  cartilage  in  place  of  where  the  auricle 
should  be.  I  told  the  parents  I  would  do  nothing  with  the  child  until 
It  was  a  little  older,  and  that  we  would  then  see  if  anything  could  be 
done  in  the  way  of  finding  an  external  auditory  canal,  knowing  the 
difficulty  in  operations  of  this  kind.  The  case  passed  from  my  observa- 
tion for  about  four  years.  They  returned  last  year,  with  a  request 
that  the  tonsils  and  adenoids  be  removed.  I  then  discovered  that  they 
had  been  pretty  well  over  the  country  with  the  child,  seeking  relief. 
They  had  been  to  Rochester  where  the  Mayos  had  operated  both  ears. 
There  were  scars  back  of  the  ears  showing  where  the  incisions  had 
been  made,  but  I  do  not  think  they  went  into  the  bone.  I  could  find 
no  depression.  The  father  reported  that  the  operation  was  negative 
so  far  as  finding  any  external  auditory  canal.  In  operating  on  the 
child  for  adenoids  I  examined  the  Eustachian  tubes,  and  they  seemed 
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about  normal.  I  was  going  to  see  what  a  bougie  would  do,  but  the 
child  did  badly  under  the  anesthetic,  and  I  had  not  time  to  do  that. 
The  peculiarity  about  this  case  is  that  the  child  hears  about  as  normal 
children  do  at  four  years  of  age.  It  seems  as  though  the  ear  is  devel- 
oping along  the  same  line  as  in  the  average  child  of  that  age,  though 
there  are  no  external  openings  whatever.  I  would  like  to  ask  Dr. 
Dean  if  he  attempted  to  explore  the  Eustachian  tube  in  the  ear  that 
discharged? 

Dr.  J.  C.  XJeck,  Chicago,  111.:  I  have  some  photographs  here  of  cases 
like  these  that  Dr.  Dean  has  mentioned.  Here  is  an  interesting  case 
such  as  Dr.  Murphy  speaks  about.  There  is  just  a  little  rudimentary 
cartilage.  The  expression  you  can  see  is  that  of  a  mute,  or  a  some- 
what idiotic  child.  There  is  no  reaction,  try  as  much  as  you  will. 
There  is  an  absolutely  dead  labyrinth,  and  that,  of  course,  precludes 
doing  anything  so  tar  as  the  ears  are  concerned,  except  for  the  external 
deformity.  An  interesting  thing  in  that  case,  if  you  will  notice  the 
fingers  are  tremendously  long,  all  the  digits,  and  the  thumbs  are 
almost  as  long  as  the  fingers. 

Another  case  of  interest,  as  bringing  out  the  question  of  facial 
paralysis  in  connection  with  this  deformity,  is  a  boy  with  complete 
facial  paralysis,  and  another  with  partial.  They  are  brothers.  Both 
have  occluded  external  meatus.  These  boys  are  absolutely  deaf.  That 
brings  me  to  the  point  of  inquiry  as  to  what  method  Dr.  Dean  employed 
in  bringing  about  the  caloric  action  in  the  canal  that  was  obstructed. 
I  believe  he  said  that  about  half  the  canal  was  blocked,  and  that  Ihe 
cut  penetrated  to  the  depth  of  the  internal  ear. 

Another  interesting  case  is  this  hanging  ear,  or  lop-ear.  This  is 
a  characteristic  picture  of  these  cases.  As  I  have  said  before,  my 
results  have  been  of  practically  no  value  until  recently.  Whether 
they  will  hold  out  1  do  not  know.  I  have  found  that  by  employing 
fascia  from  the  trochanter  region,  and  allowing  it  to  become  shrunken 
and  hard,  it  will  get  almost  like  cartilage  or  bone.  In  this  case  I 
have  made  that  operation.  I  have  not  yet  a  photograph  to  show  the 
results,  but  it  stands  up  almost  as  good  as  the  other  ear.  I  have  it 
supported,  of  course,  on  props,  but  when  the  props  are  taken  off  I 
do  not  know  how  it  will  be.  I  have  not  even  risked  taking  off  the 
hard  rublier  form  which  I  have  in  the  ear  to  support  it  until  it  liecomes 
hard.  All  these  cases  I  have  operated  with  good  hearing.  I  have 
been  able  to  follow  Alexander's  suggestions.  If  you  will  follow  his 
technique  thoroughly  it  gives  you  the  best  possible  chance.  He  cuts 
over  the  aditus  without  disturbing  the  ossicles.  I  would  like  to  ask 
the  Doctor  what  method  he  used  in  examining  the  ears  as  to  appear- 
ance, motility,  etc.,  of  the  incus,  tympanum,  etc.  I  congratulate  the 
doctor  on  his  splendid  report.  * 

Dr.  AV.  B.  Chamberlin,  Cleveland,  Ohio:  It  was  my  good  fortune 
about  Christmas  time  to  see  this  case  with  Dr.  Dean.  I  do  not  think 
that  any  one  talking  with  the  boy  would  know  that  he  had  anything  but 
normal  hearing.  This  report  is  of  special  interest  to  me  because  of 
two  such  cases  which  I  have  under  o1)servation  at  the  present  time. 
One  case  is  that  of  a  girl,  nine  years  of  age,  of  perfectly  normal 
development  otherwise  in  every  way.  She  has  microtia  of  both  auricles, 
with  complete  stenosis  of  both  canals.  In  this  case  I  had  a  very  care- 
ful X-ray  made,  showing  a  practically  normal  mastoid  process.  In 
fact  the  mastoid  was  more  than  normally  developed.  I  also  had  the 
patient  examined  by  Dr.  Todd,  our  anatomist,  in  order  to  get  his  opinion 
about  the  position  of  the  facial  nerve,  as  that  is  very  important.  We 
do  not  want  to  advise  operation  if  we.  run  the  risk  of  an  ensuing  facial 
paralysis.  Dr.  Todd  seemed  to  think  that,  in  view  of  the  normal 
development  of  the  mastoid  process,  the  facial  nerve  was  probably 
normal  in  position. 
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The  second  patient  is  some  tliirty  years  old.  There  is  a  perfectly 
normal  developed  ear  on  one  side,  with  microtia  on  the  opposite  side, 
with  complete  stenosis.  In  the  normal  ear  there  is  some  catarrhal 
deafness.  One  of  the  gentlemen  remarked  about  inflation  of  the  tubes. 
I  catheterized  both  ears  in  this  case.  In  the  ear  in  which  he  had  the 
microtia  he  had  practically  the  same  sensation  as  in  the  opposite  ear. 
He  could  feel  the  air,  as  it  seemed  to  him,  just  under  the  skin.  That 
might  be  possible,  as  the  patient  is  very  intelligent.  That  gave  me 
an  idea  to  the  potency  of  the  Eustachian  tube  and  the  development  of 
the  middle  ear.      I   hope  to  operate  on  both  these  cases  later. 

l)r.  J.  A.  Stuck}-,  Lexington,  Ky.:  I  have  a  case  similar  to  the  one 
reported  by  the  Doctor,  a  child,  live  or  six  years  of  age.  On  one  side 
the  ear  is  perfect,  but  there  is  no  evidence  of  an  ear  on  the  opposite 
side.  I  am  sure  the  child  hears  in  the  other  ear,  because  I  have  used 
the  alarm,  and  have  spoken  to  her,  and  tested  her  in  different  ways. 
Now  I  am  quite  sure  that  since  the  birth  of  that  child  there  has  been 
some  development  of  the  cartilage,  that  is,  it  has  grown  some.  The 
parents  are  also  sure  of  that  fact,  but  I  have  discouraged  any  attempt 
at  surgical  procedure  in  that  case,  as  I  still  feel  ii  would  be  a  dangerous 
thing  to  undertake.  I  would  like  to  ask  Dr.  Dean  what  he  would 
think  of  such  a  case. 

Ur.  Dean  (closing  the  discussion):  In  my  haste  to  get  through,  JMr. 
Chairman,  and  not  take  too  much  time,  I  over-looked  one  thing,  and 
that  is  this:  The  danger  of  exposing  the  glenoid  fossa  has  been 
mentioned  as  an  objection  to  operating  on  cases  of  atresia.  In  the 
second  ear  that  was  operated  upon  the  glenoid  fossa  was  exposed. 
Ihere  were  no   bad   results  from  this. 

In  answer  to  Dr.  Murphy's  question  will  say  that  each  Eustachian 
tube  was  badly  strictured.  Up  to  the  present  time  no  attempt  has 
been  made  to  dilate  the  tubes. 

Dr.  Beck  called  attention  to  the  caloric  test.  One  of  my  assistants 
as  a  matter  of  curiosity  tried  the  caloric  test  before  the  operation  with, 
of  course,  no  result.  The  findings  mentioned  were  secured  after  the 
operation. 

In  the  operation  the  incus  and  the  head  of  the  hammer  were  well 
exposed.  The  incus  on  the  left  side  was  found  to  be  apparently 
normal  and  movable.  On  the  right  side  the  incus  was  deformed.  The 
ossicles  were  left  in  position.  The  aditus  was  closed  by  a  fibrous 
membrane  which  appears  as  a  concave  drum  head,  if  we  might  use 
that  expression.  Dr.  Chamberlain,  I  am  sure  will  liear  me  out,  that 
there  is  a  canal  as  large  as  the  finger  running  down  from  the  external 
ear  to  the  bottom  of  the  antrum.  This  is  well  covered  with  epidermis 
and  there  is  no  chance  of  it  ever  closing. 

Dr.  Chaniberlin  :  Dr.  Dean,  don't  you  believe  you  would  have 
gotten  about  as  good  results  in  that  case  if  the  ossicles  had  been 
completely  removed,  as  you  do  in  a  radical  mastoid  operation?  It 
seems  to  me  that  if  you  expose  the  ossicles  to  the  extent  that  they 
were  exposed  in  this  case,  you  are  going  to  disturb  the  relation  to 
the  ligaments,  etc.,  and  will  get  no  function  from  the  hammer,  malleus 
and  incus,  no  matter  how  able  they  may  be. 

Dr.  Dean  :  Frequently  in  doing  a  mastoidectomy  I  have  exposed 
the  ossicles  just  as  thoroughly  as  in  this  operation  with  an  apparent 
perfect  result  with  normal  hearing  following  the  operation. 

In  my  judgment  if  you  remove  the  ossicles  you  will  have,  because 
of  the  tympanic  wall  being  covered  with  epidermis,  an  interference 
with  the  hearing  just  the  same  as  you  get  in  the  radical  mastoid 
operation.  Here  you  have-a  membrane  over  the  aditus  which  acts 
as  a  drum  head,  and  the  contents  of  the  tympanic  cavity  are  not 
disturbed. 


REPORT  OF  A  CASE  OP  PURULENT  LEPTOMENINGITIS 
OP  OTITIC  ORIGIN. 

By   DANIEL  W.  LAYMAN,  M.   D.,  Indianapolis,   Ind. 

I  was  called  hurriedly  on  the  afternoon  of  Noveoiber  27,  1916, 
to  see  a  patient  in  a  comatose  state.  1  was  called  because  she  was 
not  responding  to  medical  treatment  and  her  physician  thought 
the  ear  might  have  something  to  do  with  her  condition.  On  my 
arrival,  the  only  history  obtainable  was  that  Mrs.  M.,  age  twenty- 
three,  had  been  in  a  semi-comatose  state  for  the  last  three  days. 
Her  illness  commenced  about  two  weeks  before  with  cold,  followed 
by  headache  over  the  right  side  of  her  head.  The  headache  became 
most  pronounced,  so  intense  that  there  was  noticeable  some  mental 
disturbance.    There  was  also  a  history  of  some  nausea  and  vomiting. 

Examination  showed  a  well  nourished  woman  lying  in  bed  coma- 
tose. She  could  be  roused  only  with  difficulty,  and  showed  distinct 
evidence  of  acute,  marked  meningitis — temperature  103°,  pulse  125. 

Examination  of  the  ears  showed  slight  moisture  over  both  drum 
membranes.  When  wiped  with  a  cotton  probe  distinct  foul  odor 
was  noticeable,  more  marked  in  the  right  ear.  On  account  of  the 
meningitis  and  the  sei'ious  condition  of  the  patient  I  asked  for  a 
consultation  with  a  nem-ologist  to  substantiate  the  diagnosis  and 
consider  with  him  whether  or  not  an  operation  would  be  advisable. 
Dr.  Neu  was  called,  and  his  report  is  as  follows : 

"Complexion  sandj'',  rather  fleshy,  lying  in  bed  comatose.  Pa- 
tient can  be  roused  and  understands  simple  requests,  but  imme- 
diately relapses  into  unconsciousness,  performing  acts  somewhat 
automatically.  Skin  is  dry  and  rough;  mouth  dry;  temperature, 
103°,  pulse,  120;  respirations,  20.  Shows  marked  cervical  rigidity, 
pupils  reacting  to  light.  Kernig's  sign  on  both  sides,  more  marked 
on  the  right.  Babinsky  on  left  only;  choking  of  both  optic  discs. 
An  unsuccessful  attempt  was  made  to  Avithdra^v  some  cerebrospinal 
fluid.  Later,  while  on  the  operating  table,  lumbar  puncture  gave  a 
fluid  with  greatly  increased  pressure,  turbid,  slightly  greenish 
yellow  color,  with  considerable  cellular  deposit  on  standing.  Micro- 
scopically, the  deposit  consisted  of  mononuclear  and  polynuclear 
cells  more  or  less  degenerated  and  diplococci,  probably  pneumo- 
cocci." 
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The  usual  radical  operation  on  right  mastoid  with  an  exposure 
and  drainage  of  the  dura  in  the  middle  fossa  was  determined  upon, 
taking  into  consideration  also  surgical  drainage  of  meninges  on 
left  side.  The  mastoid  throughout  was  found  sclerosed,  and  the 
cells  contained  some  pus.  The  exenteration  was  done  slowly  because 
of  the  hardness  of  the  bone  and  the  close  approximation  of  the 
lateral  sinus  to  the  antrum.  The  roof  of  the  antrum  was  found 
necrosed  and  broken  down,  and  on  enlarging  the  opening  an 
epidural  abeess  was  encountered  and  cerebrospinal  fluid  in  which 
there  was  pulsation.  A  segment  of  the  squamoiLs  portion  of  the 
temporal  bone  was  removed  over  an  area  about  one  inch  and  a  half 
by  one  inch  to  expose  the  dura  over  the  temporosjihenoidal  lobe. 
There  was  evidence  of  intradural  pressure  and  an  intiamed  dui-a, 
especially  over  that  portion  of  the  dura  contiguous  to  the  antrum 
tegmen.  A  semicircular  incision  was  made  through  the  dura,  and 
drainage  instituted  by  gutta  pereha  drains  inserted  fan-like  well 
up  between  the  dura  and  skull,  especially  in  the  subtemporal 
region;  i.  e.,  beneath  the  dura  along  the  petrous  portion  of  the 
temporal  bone.  At  this  stage  of  the  operation  Dr.  Neu  made  a 
lumbar  puncture  and  withdrew  a  creamy  turbid  fluid,  the  report  of 
which  has  been  given  above.  I  did  not  do  a  radical  on  account  of 
the  serious  condition  of  the  patient.  The  hurry  up  sign  w'as  hoisted 
and  I  felt  that  something  might  go  wrong  in  attempting  fast  work 
in  a  sclerosed  mastoid  and  a  lateral  sinus  jammed  up  against  the 
antrum,  thus  jeopardizing  the  patient's  chances  of  recovery,  as  Dr. 
Crockett  states  tliat  '"evezy  minute  over  fifteen  minutes  for  this 
operative  procedure  counts  materially  against  the  patient's  chance 
of  recovery,"  and  I  had  already  exceeded  the  time  limit. 

Convalescence  was  slow ;  both  the  constitutional  and  local  symp- 
toms subsided  gradually,  with  the  exception  of  headache  which 
was  rather  severe  for  several  days,  being  especially  pronounced  on 
the  sixth  day  after  the  operation,  when  also  a  rise  of  two  degrees 
of  temperature  occurred.  It  was  necessary  to  change  the  outer 
dressings  several  times  for  two  days  as  they  were  soaked  with 
cerebrospinal  fluid.  The  first  complete  dressing  was  made  on  the 
fourth  day,  but  the  subtemporal  drainage  was  not  removed  until 
the  second  dressing  on  the  fifth  day.  Tlie  patient  was  up  and  out 
of  bed  three  weeks  after  the  operation. 

Dr.  Neu's  report  of  examination  of  patient  two  days  after 
operation  is  as  follows:  "Spinal  fluid  with  pressure  still  increased, 
but  less  so  than  previously — clearer,  transparent,  slightly  fibril- 
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lated  clot  after  standing  several  hours,  the  number  of  cells  greatly 
reduced.  Reduced  Fehling's  solution,  slight  increased  protein 
content.  The  cervical  rigidity  was  less  marked.  Kernig's  sign 
was  scarcely  noticeable.  There  was  still  i^ain  in  the  head,  mostly 
over  the  area  of  operation.  Patient  had  regained  consciousness; 
optic  discs  still  showed  choking,  the  right  more  than  the  left." 

Subsequent  to  the  operation  the  following  history  was  elicited 
from  the  patient.  Had  recurrent  discharge  from  ears  since  four 
j^ears  of  age.  Discharge  from  right  ear  had  been  bloody  and  of 
foul  odor  the  last  few  years  and  up  to  within  a  few  weeks  of  her 
illness. 

Careful  treatment  at  the  time  of  each  dressing  of  mastoid  and 
cranial  wounds  stopped  the  discharge  altogether  before  the 
wounds  were  completely  healed. 

Cases  of  purulent  meningitis  recoveries  after  operation  have 
been  reported  by  American  otologists  during  the  last  decade.  How- 
evei'.  these  cures  were  not  due  to  any  well  established  method  of 
operative  procedure. 

Of  special  interest  are  the  series  of  cases  and  method  of  treat- 
ment reported  before  this  Society  last  year  by  Dr.  Crockett,  of 
Boston. 

I  tried  to  carry  out  the  surgical  technique  as  laid  down  by  Dr. 
Crockett.  As  I  had  not  read  the  report  in  the  Transactions  only 
recently  received,  some  of  the  details  were  overlooked.  However, 
the  essentials  of  my  technique  were  as  he  had  outlined,  i.  e.,  one 
and  one  half  inch  opening  of  the  dura  made  at  the  bottom  of  the 
bone  opening:  The  subtemporal  drain  inserted  along  the  top  of 
the  petrous  portion  of  the  temporal  bone.  Dr.  Crockett  recom- 
mends that  the  lumbar  puncture  be  made  pre\aous  to  making  the 
dura  opening,  as  the  amount  of  pressure  in  the  brain  can  be  gauged 
by  the  finger  tip  pressed  against  the  dura,  thus  grading  the  amount 
of  fluid  withdrawn. 

Whenever  this  important  subject  is  discussed  some  otologists 
put  themselves  on  record  as  not  having  seen  a  case  of  purulent 
meningitis  recover  after  operation.  I  had  not,  until  this  case,  and 
notwithstanding  the  reports  regarding  self  limitation  and  spon- 
taneous recovery  in  diffuse  purulent  meningitis,  I  give  credit  for 
the  cure  of  this  patient  to  the  method  proposed  by  Dr.  Crockett. 

DISCUSSION. 

Dr.  1/aynian,  Indianapolis,  Ind.:  In  pre.senting  this  case  I  wish  to 
explain  my  position.  When  I  accepted  Dr.  Brown's  invitation  to  present 
a  paper  I  announced  an  entirely  different  subject.      I  intended  to  present 
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a  preliminary  report  on  tlie  "Results  of  Tonsillectomy  in  Systemic  Dis- 
eases," but  later  on  foun.l  that  I  could  not  present  this  in  a  satisfactory 
way  because  of  lack  of  time.  I  did  not  want  to  be  a  quitter,  and  so  i 
told  the  doctor  I  would  report  this  case.  On  the  way  over  here  I  was 
reading  the  Transactions  of  the  .American  Laryngological,  Rhinological 
and  Otological  Society  in  which  Dr.  S.  McCullagh  of  New  York  stated 
that  cases  of  acute  leptomeningitis,  on  account  of  the  rarity  of  cure, 
should  be  reported,  so  I  feel  a  little  easier  about  my  position. 

I  really  present  this  case  for  my  own  enlightenment,  because  I 
know  in  the  series  of  cases  which  Dr.  Crockett,  of  Boston,  reported 
in  1909,  there  was  doubt  as  to  the  diagnosis.  The  only  procedure 
that  I  failed  to  carry  out  was  securing  a  culture  of  the  germs  found 
in  the  spinal  fluid.  That  was  not  done.  There  have  been  various 
new  methods  proposed  from  time  to  time  and  I  would  like  to  hear  from 
men  of  experience.  Dr.  Beck,  Dr.  Pierce,  and  others.  I  remember  at 
the  Section  last  year  Dr.  Dench  said  that  a  large  decompression  opera- 
tion in  a  number  of  his  cases  had  been  successful.  Dr.  Crockett  pre- 
sented two  cases  which  recovered  without  operation.  Now  the  ques- 
tion is  when  are  we  to  do  the  decompression  without  opening  the  dura, 
when  are  we  not  to  operate  at  all,  and  when  are  we  to  open  the  dura 
and  go  the  full  limit? 

Dr.  J.  O.  Beck,  Chicago,  111. :  We  all  know  the  discussions  that  go  on 
year  after  year.  Dr.  Pierce  always  leads  the  discussions,  believing 
that  any  one  can  get  well  from  meningitis.  I  think  he  is  right  abso- 
lutely, except  as  to  his  statements  in  regard  to  operations. 

Make  up  a  series  of  104  cases  of  clinically  diagnosed  septic  peri- 
meningitis that  have  recovered  with  nothing  more  than  spinal 
puncture.  You  will  remember  when  Professor  Jansen  visited  this 
country  he  read  a  paper  on  that  subject.  However,  Dr.  Pierce  is 
absolutely  right  that  they  generally  recover.  They  are  not  a  fulminant 
meningitis  but  septic  cerebritis.  These  are  the  cases  in  which  Dr. 
Day  has  shown  specimens,  in  which  there  is  fibrinous  exudate  at  the 
base  of  the  brain  with  septic  masses  running  into  the  brain.  That, 
of  course,  was  not  true  of  Dr.  Layman's  case.  His  case  was  a  serous 
meningitis  proper  of  the  fulminant  type,  just  at  the  moment  when,  as 
Dr.  Kopetzky  says,  the  relative  acidity  of  the  Ijrain  is  increasing,  and 
the  protective  substance  of  the  brain  is  used  up,  that  is  the  important 
time  in  these  cases,  and  the  doctor  operated  in  time. 

The  decompression  operation  just  alone  is  very  important,  and  the 
cases  do  get  well  by  decompression.  It  is  by  increased  pressure  that 
the  injury  is  caused  to  the  brain,  and  then  you  get  secondary  infection 
into  the  brain.  Kopetzky  has  brought  that  out  in  his  work.  His  work 
has  been  attacked,  but  he  has  proven  his  point  over  again,  and  I  think 
the  proposition  is  settled,  so  far  as  I  have  heard  from  New  York  at 
least.  As  I  understand  it,  the  subject  is  to  be  brought  up  again  at 
our  next  annual  meeting. 

Now  then,  this  was  a  case  of  diffused  serous  meningitis  and  even 
if  bacteria  were  found  it  is  not  yet  a  case  of  septic  meningitis,  as  I 
understand  it,  a  condition  in  which  the  brain  is  already  affected.  Of 
course  that  is  a  very  important  point  so  far  as  recovery  is  concerned. 
When  once  the  cortex  is  involved,  if  the  patient  does  recover  he  is  an 
imbecile.  There  were  cases  reported  years  ago  of  meningitis  secondary 
to  the  ears.  Dr.  Macewen's  work,  of  Glasgow,  shows  that  this  class 
of  cases  existed  before  his  classical  work  on  this  subject  appeared.  The 
point  is  that  the  operation  was  done  early.  You  should  not  overlook 
a  thorough  bacteriological  examination.  Give  data  of  the  fluoroscopic 
picture,  of  the  moisture  in  the  ear,  the  foul  odor.  Another  thing,  why 
was  one  side  only  operated  upon?  If  one  side  sufficed  it  is  certainly 
interesting  that  one  side  should  be  operated  upon  and  the  other  get 
well,  the  other  ear  and  also  the  brain.  In  this  connection  I  would  like 
to  mention  an  important  fact  in  regard  to  operating  on  one  side  of 
the  head,  and  the  other  getting  well.      I  recently  operated  on  a  subject 
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who  had  acute  bi-Iateral  otitis  media,  with  fulminating  symptoms. 
The  bi-lateral  mastoid  poiiped  in  2  4  hours.  I  operated  the  discharging 
ear  and  found  complete  destruction  of  the  mastoid,  with  the  sinus 
exposed.  The  other  ear  in  practically  the  same  condition.  Gas  had 
to  be  given.  The  child  had  a  hemorrhagic  nephritis,  and  a  bronchitis, 
and  was  supposed  to  have  an  undiagnosed  erysipelas.  Now  then  I 
operated  the  one  ear  under  gas  anesthesia  but  had  to  stop  because  the 
child  was  showing  symptoms  of  heart  dilatation,  and  the  expert  anes- 
thetist said  that  he  preferred  not  to  give  this  anesthetic  any  longer. 
I  had  expected  to  operate  the  other  ear.  Following  the  operation  on 
one  side  the  other  ear  rapidly  got  well,  the  ear  became  dry,  and  hearing 
is  practically  normal.  I  was  astounded  at  this  rapid  change.  The 
septic  process  has  been  arrested.  If  the  child  gets  well,  but  shows  any 
tendency  to  a  flareup,  certainly  that  mastoid  should  be  opened  and 
cleaned  out.      I  think  there  is  a  focus  which  may  light  up  at  any  time. 

I  wish  to  return  to  the  subject  of  meningitis — the  question  of  treat- 
ment purely  from  my  own  experience.  I  have  done  a  number  of  these 
experimental  operations  of  Haynes.  Had  one  case  get  well,  a  pneu- 
mococcus  meningitis.  It  is  on  record.  It  was  a  serous  meningitis  in 
which  the  bacteria  was  obtained,  not  a  septic  process.  I  have  operated 
after  the  method  of  Cushing.  If  Dr.  Layman  will  look  up  the  Transac- 
tions he  will  find  I  discussed  a  paper  saying  I  had  operated  on  a  case 
of  that  kind.      I  know  nothing  about  Dr.  Crockett's  method  of  operating. 

I  think  so  far  as  operating  on  meningitis  or  abscesses,  the  thing  that 
we  can  look  forward  to  as  giving  better  results  in  these  grave  conditions 
are  the  two  stage  operations.  If  we  have  abscesses,  or  acute  processes, 
like  possibly  an  acute  sphenoidal  abscess,  make  a  large  decompression, 
wall  off  first  between  the  bone  and  the  dura,  then  incise  and  pack 
around,  as  the  surgeon  does  in  the  appendiceal  region,  put  a  loose 
fluff  of  gauze  in,  and  then  allow  nature  to  work  the  pus  off  that  decom- 
pressed area.  The  patient  will  be  better  off  than  if  you  look  for  the 
abscess.  Now  instead  of  draining  the  cisterna  magna,  which  is  some 
operation,  it  is  easier,  I  think,  if  the  spinal  puncture  drainage  is  not 
sufficient,  to  make  the  operation  recommended  by  Kanavel.  namely, 
the  corpus  collosum  drain.  That  is  a  very  simple  operation.  You 
make  a  small  opening  in  this  area,  a  small  piece  of  bone  is  taken  out, 
a  specially  devised  needle,  blunt  pointed,  is  passed  as  far  as  the  longi- 
tudinal sinus,  then  turned  on  its  axis  so  that  the  point  is  pointing 
downward,  getting  down  to  the  fornix,  between  the  meninges,  between 
the  two  lobes  of  the  brain,  then  on  top  of  the  corpus  collosum  thereby 
obtaining  drainage.  A  quantity  of  fluid  is  allowed  to  escape,  and  then 
you  repeat  it.  The  spinal  puncture  procedure  is  to  reduce  pressure, 
so  that  there  will  be  less  chance  of  a  cerebral  hernia  occurring. 

l>r.  W.  E.  Saner.  St.  Louis,  Mo.:  I  would  like  to  mention  a  case  of 
meningitis  following  a  case  of  otitis  media,  which  I  reported  three 
years  ago.  In  this  case  we  did  a  number  of  lumbar  punct\ires  and 
were  able  to  grow  streptococci  from  the  cerebrospinal  fluid.  The 
patient  ran  a  very  slow  pulse  and  had  a  very  marked  increased  intra- 
cerebral pressure.  The  consulting  neurologist  suspected  a  brain  abscess 
and  we  punctured  the  temporosiihenoidal  lobe,  making  four  punctures, 
but  no  abscess  was  found.  We  made  three  punctures  on  the  cerebellar, 
with  negative  findings.  The  patient  finally  recovered  and  left  the 
hospital  in  apparently  a  normal  condition.  I  did  not  hear  from  her 
until  three  weeks  ago,  when  I  received  a  report  that  she  had  died  from 
a  ruptured   temporosphenoidal  abscess. 

Dr.  J.  A.  Stuoky.  Lexington,  Ky.:  I  want  to  congratulate  Dr.  Layman 
on  his  prompt  operation,  and  the  result  obtained.  I  am  glad  Dr.  Beck 
thinks  there  is  such  a  thing  as  serous  meningitis.  At  the  meeting  of 
this  section  in  Indianapolis,  a  few  years  ago,  he  did  not  admit  it.  The 
first  stage  of  meningitis  is  the  serous  stage.  I  am  convinced.  I  quite 
agree  with  Dr.  Beck  that  after  it  becomes  generally  septic  we  have 
septic  cerebritis  and  the  patients  do  not  get  well.      If  we  could  get  at 
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these  cases  earlier,  and  do  as  Dr.  La.vmau  has  done,  I  believe  we  would 
save  very  many  cases  of  meningitis. 

I>r.  Beck:  I  want  to  make  a  correction.  I  do  not  believe  there  is 
any  localized  serous  meningitis. 

Dr.  Layiiiaii:  Dr.  Beck  asked  me  why  one  side  was  operated  upon: 
in  other  words,  why  I  made  a  choice  of  sides.  There  was  a  history  of 
more  pain  on  the  right  side,  on  the  side  operated  upon.  The  husband 
stated  that  she  had  had  more  trouble  with  that  ear  in  the  last  few 
days.  That  brings  up  the  point  that  in  case  both  sides  had  been  found 
equally  disturlied,  had  there  not  been  pain  or  any  definite  symptoms 
pointing  to  the  one  side,  would  it  have  been  justifiable  to  have  operated 
on  both  sides  at  the  same  time  in  as  serious  a  case  as  that,  without 
having  anything   to   go   by? 

Dr.  Beck:      The  proof  of  "your  case  is  the  pudding. 

Dr.  Layman:  We  had  considered  that,  and  the  neurologist  had 
advised  it,  and  I  presume  it  would  have  been  the  right  procedure  had 
we  not  localized  the  offending  side  at  the  time  of  the  operation.  I 
failed  to  give  a  definite  description  of  the  appearance  of  the  dura 
membrane.  There  was  moisture  covering  the  ear  drum,  with  a  foul 
odor,  a  marginal  perforation,  and  some  congestion  above  with  bulging. 
That  was  incised  thoroughly  at  the  time  of  the  operation. 


THE  SERUM  TEEATMEXT  OF  FETID  CORYZA  AND  OZENA. 

By  J.  A.   STUCKY.  M.   D.,  Lexington.   Ky. 

ilr.  Chairman  and  Gentlemen :  I  simply  desire  to  continue  my 
report  made  at  the  Annual  Meeting  at  White  Sulphur  Springs.  I 
have  been  using  the  serum  treatment  as  advocated  by  Dr.  Horn, 
and  since  then  have  had  five  ca.ses.  All  of  them  were  typical  cases 
of  ozena  and  fetid  eoryza,  the  disease  which  has  proven  a  black  eye 
and  a  reproach  to  rhiuology,  in  that  we  have  never  been  able  to 
do  anything  for  it,  other  than  give  temporary  relief.  All  of  the 
patients  were  female — three  young  ladies  whose  ages  varied  from 
18  to  23.  Two  were  middle-aged  women,  the  older  51,  the  yoimger 
44.  I  have  been  able  to  keep  these  cases  under  obser\-ation  now  for 
eight  months,  and  I  have  been  more  pleased  with  the  results  from 
this  treatment  than  anything  I  have  ever  used.  In  a  letter  received 
from  Dr.  Horn  the  other  day  he  tells  me  that  they  have  named 
this  sei'um  bacUlus  the  i-hina  ciptiens.  This  bacillus  is  the  bacterial 
and  etiological  factor  in  this  disease. 

I  began  the  treatment,  using  it  a  little  differently  from  the 
method  used  by  Dr.  Horn.  I  began  with  two  hundred  million,  and 
repeated  that  dose  in  three  or  four  days.  I  have  allowed  no  treat- 
ment after  the  first  treatment  that  I  give,  that  is,  no  local  treat- 
ment. I  remove  all  the  crusts,  being  careful  to  remove  any  in- 
terference^ with  di'ainage.  If  there  is  an  interfering  turbinate 
or  a  spur  I  get  rid  of  it.  In  every  one  of  these  cases  you  could 
detect  the  odor  within  three  or  four  feet,  a  most  horribly  foul 
odor.  One  of  the  patients,  whose  case  I  reported  at  Wliite  Siilphur 
Springs,  had  traveled  not  only  all  over  the  United  States,  but  all 
through  Europe  seeking  relief.  She  was  one  of  the  belles  of  the 
Blue  Grass,  but  yet  she  could  not  go  into  society  because  of  the 
disagreeable  odor.  This  was  of  course  humiliating.  After  the  fourth 
treatment  there  was  no  odor.  It  has  now  been  six  or  seven  months 
since  I  began  the  treatment,  and  so  far  as  I  can  tell  she  is  entirely 
free.  She  insists  on  having  a  treatment  once  a  month.  I  began  by 
giving  two  hundred  millions,  repeated  in  four  days,  and  then  added 
two  hundred  millions  as  laid  down  by  Dr.  Horn,  until  giving  two 
billion.  T^vo  of  the  patients  had  a  slight  chill,  with  headache, 
and  backache,  but  that  is  all  the  reaction  I  have  met  with.  I  thought 
that  was  probably  a  coincidence.     My  son  is  now  using  it  in  his 
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clinical  work,  and  reports  gratifying  results.  I  believe  we  are  at 
last  on  the  right  road,  with  a  remedy  that  will  enable  us  to  control 
this  horrible  disease.  At  any  rate,  the  indications  are  favorable. 
1  cannot  say  too  much  about  it.  I  am  now  able  to  get  all  the  vac- 
cine I  want.  Before  I  had  been  unable  to  get  it  for  more  than 
seven  cases,  but  they  tell  me  now  they  can  furnish  all  I  want. 
The  first  results  seen,  the  crusts  begin  to  get  small,  the  patient 
is  able  to  cleanse  the  nose  by  blowing,  and  does  not  have  to  resort 
to  a  douche  or  atomizer,  or  anj^thiug  else.  The  first  evidence  of 
improvement  is  that  the  odor  goes,  and  then  the  crusts  disappear. 

Report    of     Case    of     Total    Deafxess     Resulting    from     a 
^Myringotomy. 

Six  weeks  ago  a  young  woman,  school  teacher,  was  referred 
to  me  by  a  physician  in  an  adjoining  county.  She  came  in  with 
the  earache.  Was  totally  deaf  in  her  left  ear.  She  reported  that 
two  weeks  before  that  she  had  suffered  from  a  very  severe  earache, 
and  the  drum  was  red  and  bulging.  An  anesthetic  was  given  in 
order  to  make  a  mjTingotomy.  The  patient  woke  up  totally  deaf. 
She  had  vertigo  and  nausea  for  sevei'al  days,  and  was  confined 
to  her  bed.  The  earache  was  I'elieved,  but  she  is  totally  deaf  with 
no  labyrinth  or  vestibular  reaction. 

Ju.st  what  occurred  to  cause  the  deafness  we  can  easily  sur- 
mise. The  physician  who  did  the  myringotomy  makes  a  specialty 
of  eye,  ear,  nose  and  throat  diseases,  having  taken  a  course  of  six 
weeks  in  these  branches  in  a  New  York  school  from  which  he  has 
a  diploma.  Of  course,  this  case  may  be  an  accidental  one  with  an 
abnormal  anatomical  arrangement  of  the  interior  of  the  middle 
ear  cavity.  This  is  tlie  third  ease  I  have  met  with  in  the  last  niue 
years  and  is  another  unmistakable  evidence  that  any  operation 
within  the  middle  ear  is  not  a  simple  one.  There  is  room  for 
thouglit  not  onl}'^  for  the  teacher  of  Otology  but  for  the  young 
Otologist  as  well. 

DISCUSSION.  ■ 

Dr.  Thomas  J.  Harr's,  New  York:  This  report  of  Dr.  Stucky's 
(speaking  entirely  of  the  paper,  and  not  attempting  to  refer  to  the 
case  which  he  has  mentioned  1,  is  decidedly  interesting  to  me,  interest- 
ing in  many  respects,  but  the  main  point  is  the  favorable  results  he 
is  reporting  from  the  use  of  vaccines.  I  only  wish  I  could  follow  him. 
That  subject  is  as  interesting  to  me  as  it  is  to  him.  as  it  is  to  us  all. 
If  there  is  anything  in  vaccine  for  the  treatment  of  ozena,  we  want  to 
know  it,  all  of  us.  We  have  been  trying  in  New  York  for  the  last 
year,  more  conscientiously  than  ever  before,  to  carry  out  the  work  of 
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Horn.  We  have  been  taking  every  case  in  the  service  and  making  a 
careful  bacteriological  examination  of  the  secretions,  and  making 
complete  X-ray  examinations  of  the  sinuses,  and  we  have  been  getting 
results  quite  at  variance,  1  am  sorry  to  say,  with  what  Dr.  Stucky  has 
secured.  In  the  first  place  we  have  not  been  able  to  identify  the  Perez 
liacillus  in  anything  like  the  proportion  of  cases  you  might  expect.  In 
not  more  than  2.5%  of  our  cases  have  we  been  able  to  discover  the 
Perez  bacillus,  in  other  cases  the  Friedlander.  Our  bacteriologists  are 
in  the  same  position  as  that  reported  in  the  Archives  of  Laryngology 
last  year,  by  one  of  the  workers  in  Copenhagen,  namely,  that  they 
doubt  very  much  whether  there  is  organism  such  as  Perez  has  discov- 
ered. In  fact,  his  points  of  identification  are  so  vague,  that  it  is  very 
ditlicult  for  our  bacteriologist  to  run  them  down.  Our  results  do  not 
bear  out  Perez's  or  Horn's  statements.  As  pointed  out  by  Dr.  Stucky, 
Dr.  Horn  has  begun  to  revise  his  own  views,  and  in  his  last  paipphlet 
which  was  sent  out  four  or  five  months  ago,  he  made  the  statement 
that  he  no  longer  believed  that  the  odor  could  be  regarded  as  charac- 
teristic. He  also  made  the  statement  that  he  was  satisfied  that  the 
vaccines  would  not  cure,  l)ut  only  relieve,  and  that  it  would  be  neces- 
sary always  to  continue  the  use  of  the  vaccines.  In  regard  to  other 
findings  in  our  cases:  We  have  found,  with  one  or  two  exceptions, 
there  was  disease  of  one  or  more  of  the  accessory  sinuses.  In  only 
one  case  under  my  care  where  we  have  given  vaccines,  have  we  had 
such  results  as  Dr.  Stucky  reports.  It  has  been  must  discouraging 
in  carrying  out  the  vaccine  treatment  week  after  week  (considering 
the  work  that  Dr.  Stucky  has  been  doing,  and  hearing  what  Dr.  Horn 
has  said  about  his  successful  results)  to  find  that  the  crusts  do  not 
disappear.  Another  interesting  point  in  regard  to  Dr.  Coffin's  work. 
It  has  been  found  by  opening  the  antrum  in  three  or  four  cases  recently, 
and  draining,  the  odor  has  disappeared.  After  working  that  out  him- 
self. Dr.  Coffin  found  that  Dr.  Horn  speaks  of  that.  He  says  he  has 
made  that  observation  in  his  work. 

I  am  really  interested  in  knowing  how  the  workers  in  the  different 
parts  of  the  country  seem  to  succeed  so  differently.  It  cannot  be  the 
explanation  which  I  heard  the  other  day,  in  regard  to  the  famous  visit 
of  Dr.  Hooper  of  Boston.  He  came  to  New  York  many  years  ago  with 
a  number  of  large  bottles  containing  adenoids.  He  pointed  to  these 
and  said  that  that  was  the  result  of  operations  on  Boston  children. 
One  distinguished  New  York  laryngologist  got  up,  scratched  his  head, 
and  said,  all  he  could  say  was  he  didn't  think  New  York  and  Boston 
children  were  alike.  He  didn't  think  you  could  get  anything  like  that 
out  of  New  York  children.  Whether  Dr.  Stucky  and  Dr.  Horn's  noses 
are  different  from  ours,  I  do  not  know,  but  I  ■wish  they  would  come 
on  to  New  York,  and  show  us  how  they  secure  their  results  from  the 
vaccines. 

Dr.  E.  T.  Senseney,  St.  Louis,  Mo.:  During  the  last  year  I  have  had 
three  cases  under  observation.  In  only  one,  a  child,  have  I  seen  any 
benefit  at  all.  This  child,  after  repeated  injections  extending  over  a 
period  of  six  months,  improved.  The  treatment  was  allowed  to  lapse  for 
several  weeks,  and  the  trouble  returned.  However,  as  long  as  the 
treatment  is  continued  the  crusts  are  better,  m  the  other  two  cases 
there  was  no  benefit  whatever.  I  think,  if  I  am  not  mistaken,  that 
has  been  the  general  experience  in  St.  Louis. 

Dr.  H.  B.  HaiTls,  Dayton:  I  want  to  emphasize  what  Dr.  Harris  has 
said  as  to  disease  of  the  sinuses.  Five  years  ago  I  began  to  do  work 
along  this  line  from  an  operative  point  of  view.  I  took  the  stand 
that  there  is  always  some  persistent  sinus  disease.  In  every  one  of  my 
cases  1  found  that  there  was  some  decided  disease  in  some  or  all  of 
the  sinuses;  first  and  most  frequent  the  ethmoid,  then  the  ethmoids 
and  sphenoids,  next  the  ethmoid,  sphenoid  and  frontal,  and  lastly  the 
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antrum.  I  have  operated  a  good  many  cases  in  which  I  have  used  the 
vaccines  subsequently,  and  have  noticed  that  not  only  do  I  get  no  bad 
results  from  tlie  operation  but  the  general  conditions  have  improved. 
I  do  not  believe  it  is  possible  to  do  any  draining  in  the  ethmoids 
without  scooi)ing  out  entirely  and  absolutely.  Within  the  last  year 
I  have  used  some  of  Dr.  Horn's  vaccines  after  operations,  and  have  got- 
ten the  results  which  Dr.  Stucky  mentions,  but  I  get  no  benefit  before 
operation.  I  believe  that  the  use  of  the  vaccine  should  be  preceded 
by  a  clearing  out  of  diseased  sinuses  if  they  are  present.  You  get 
better  results  from  the  vaccines  after  operation. 

Dr.  Harold  Wilson,  Detroit:  We  have  had  four  cases  under  our 
observation  for  more  than  a  year.  Some  of  them  have  been  treated 
with  a  mixed  bacillus  vaccine,  and  others  with  an  "Ozena  (Perez)" 
vaccine.  We  have  been  entirely  unable  to  see  any  material  change  in 
the  symptoms. 

Dr.  T.  J.  Harris,  New  Yorli:  Just  a  word,  Mr.  Chairman.  Dr. 
Dwyer,  who  does  the  bacteriological  work  at  the  Manhattan,  showed 
me  a  letter  which  he  had  received,  which  reads  as  follows:  "Dear 
Doctor:  I  want  to  tell  you  how  much  better  my  child  is.  The  odor 
has  entirely  disappeared,  there  are  no  longer  any  crusts  in  the  nose, 
and  we  are  eternally  grateful  to  you."  Dr.  Dwyer  has  been  giving  the 
girl  an  autogenous  vaccine  for  a  number  of  months;  showing  an 
ordinary  streptococcus  infection.  He  simply  made  up  a  vaccine  and 
got  this  result,  quite  bearing  out  the  idea  that  it  is  not  a  special  or- 
ganism which  causes  the  trouble. 

\V.  B.  Chaniberlin,  Cleveland:  I  would  like  to  add  a  word  along  the 
line  mentioned  by  Dr.  Wilson.  For  a  number  of  months  I  have  been 
treating  some  of  these  cases,  mostly  in  children,  and  have  used  the 
vaccines  made  by  the  Parke,  Davis  people.  In  addition  to  the  vaccines 
I  have  used  a  .5%  solution  of  scarlet  red  in  an  emulsion  of  quince 
seeds.  It  is  therefore  hard  to  tell  what  gives  the  results.  I  have  had 
good  results,  so  far  as  the  disappearance  of  the  odor  is  concerned, 
together  with  a  marked  diminution  of  crusts.  The  only  report  I  could 
give  would  be  that  there  was  marked  improvement — no  absolute  cures. 

The  point  which  Dr.  Stucky  failed  to  mention  was  in  regard  to  the 
regeneration  of  the  epithelium.  I  have  seen  no  attempt  at  regenera- 
tion at  ail.  In  other  words,  when  the  scar  tissue  once  forms  it  re- 
mains. There  is  no  attempt  at  restoration  of  the  initial  mucosa.  The 
injections  were  given  twice  a  week.  There  was  one  rather  interesting 
observation  I  made.  We  have  a  large  Italian  colony  in  Cleveland. 
There  is  a  corner  of  town  known  as  Little  Italy.  I  had  three  Italian 
children  under  treatment.  One  was  beyond  the  school  limit,  and  was 
working  in  a  factory:  the  others  were  in  school  and  I  had  to  see  them 
at  times  that  would  not  interfere  with  their  school  work.  It  made  me 
wonder  if  this  disease  was  more  common  among  Italians  than  other 
nationalities.  The  two  cases  were  in  the  same  room  at  school,  and 
each  child  accused  the  other  of  giving  the  disease  to  her. 

Dr.  Harold  Wilson,  Detroit:  As  a  mere  suggestion,  I  would  say  that 
any  bacterial  protein  will  do  the  same  thing  as  Dr.  Horn's  vaccine  or 
Parke-Davis's  specific  vaccine.  I  am  rather  of  the  opinion  that  it  is 
not  the  specific  reaction  which  takes  place  when  the  local  conditions 
improve,  but  it  is  a  protein  reaction.  The  gonococcus,  the  typhoid 
bacillus,  or  most  anything  you  have  on  hand  will  answer  as  weil. 

Dr.  ,T.  C  Hock,  Chicago,  111.:  I  think  this  discussion  as  to  a  bac- 
teriological antidote  for  this  disease  is  an  absolute  waste  of  time.  I 
do  not  think  the  bacteria  have  anything  to  do  with  this  specific 
organism.  1  think  the  bacteria  are  present  because  it  is  a  bone  disease, 
there  is  the  degeneration  of  the  membranes.     There  is  a  putrefactive 
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organism  present,  just  as  we  find  it  present  in  the  teeth,  the  tonsils, 
or  any  cavity  in  wliich  you  have  decomposition  going  on.  It  you  take 
a  section  of  the  atrophic  inferior  turbinate — and  it  probably  takes  a 
little  courage  to  say  one  has  reinoved  an  atrophic  inferior  turbinate  to 
see  what  it  looks  like,  and  if  Dr.  Pierce  is  listening  he  will  say  it  is 
not  right  to  do  that — but  I  have  removed  a  particle  of  the  inferior 
turbinate  to  see  what  it  is  made  up  of.  You  will  find  that  the  primary 
change,  early,  in  atrophic  rhinitis,  is  a  rarified  process,  an  osteo-porosis 
of  the  Ijone  with  atrophy.  The  mucous  membrane  glands  are  present, 
there  is  an  outpouring  of  very  sticky  tenacious  material,  you  will  find 
bridges  cf  this  material  between  the  septum  and  the  turbinate;  later 
on  there  is  shrinking  of  both  the  mucous  membrane  and  the  bone,  and 
there  is  an  osteo-sclerosis  until  finally  the  whole  process  has  been 
destroyed,  and  the  mucous  membrane  with  it.  It  has  been  shown, 
years  ago,  that  it  is  a  metaplasia  of  the  epithelium,  and  that  a  systemic 
condition  is  the  underlying  cause.  He  said  that  girls  have  rhinitis 
mostly.  My  belief  is  that  this  is  a  systemic  condition.  I  believe  it  is 
just  the  same  in  this  bone  change  as  in  the  calcareous  bony  change 
which  we  find  in  the  internal  ear — an  osteo-porous  spongification  with 
finally  hardening. 

Dr.  Stiick.v:  What  is  the  difference  between  the  pathology  of  atro- 
phic rhinitis  and  ozena? 

Dr.  Reck:  Ozena  is  only  the  name  of  the  smell.  It  has  nothing  to  do 
with  the  pathology.  Ozena  is  not  the  disease,  it  simply  refers  to  the 
smell.  Atrophic  rhinitis  may  be  genuine  ozena,  or  an  atrophy  second- 
ary to  sinus  disease.  Atrophic  rhinitis  is  secondary  to  infection,  to  a 
dribbling  of  pus  over  the  inferior  turbinate. 


MEETING  OF  THE  WESTERN  SECTION,  HELD  IN 
COLOR.IDO  SPRINGS,  COLORADO,  MARCH  17,  1917, 
UNDER  THE  CHAIR:\IANSHIP  OF  DR.  JA:\IES  A. 
PATTERSON,    OF    COLORADO    SPRINGS. 


SOME  INTERESTING  LABYRINTH  AST)  EIGHTH  NERVE 
CASES. 

By  H.  B.  GRAHA3I,  il.  D.,  San  Francisco,  Cal. 

"We  have  all  of  us  in  our  examinations  of  the  eighth  nerve 
neuritis  eases  been  struck  with  the  multiplicity  in  the  causes  and 
in  the  variation  in  the  sjinptoms.  The  diseases  of  all  the  cranial 
nerves  seem  to  follow  about  the  same  course  exhibiting  symptoms 
and  an  ability  to  recovery  varying  according  to  the  function  of 
the  nerve,  the  quality  of  the  cause  of  the  lesion  and  the  intensity 
of  the  attack.  I  have  in  a  former  publication  pointed  out  these 
qualities  in  respect  to  the  sixth  nerve  which  have  been  so  ably  re- 
viewed b}"-  Passow  and  others  and  they  have  been  referred  to  in 
the  description  of  the  peculiar  menieriform  polyneuritis  of  the 
cerebral  nerves  described  by  Frankel  Hochwart.  For  the  sixth 
nerve  the  causes  have  been  proven  by  autopsy  to  be  first  pressure, 
as  from  a  tumor ;  second,  serous  meningitis  from  middle  ear  infec- 
tion; third,  the  effect  of  suppurative  processes  at  the  apex  of  the 
petrous  portion  of  the  temporal  bone;  fourth,  toxic,  as  from  lues, 
lead,  arsenic,  alcohol  and  tobacco  or  from  intestinal  toxemia.  "We 
can  readily  see  how  these  same  causes  might  act  on  any  cranial 
nerve  and  especially  on  the  eighth  but  in  addition  to  these  we 
have  arteriosclerosis,  heart  lesions  and  a  nerve  exhaustion  ap- 
pearing as  prominent  factors  with  the  eighth,  factors  which  have 
not  been  mentioned  in  other  cranial  nerve  neuritides.  The  eighth 
being  so  peculiarly  mixed  in  its  function  and  so  intimately  con- 
nected with  other  portions  of  the  nervous  system,  exhibits  more 
pronounced  sui^ceptibility  to  remote  influences  and  shows  a  larger 
variety  of  easily  demonstrable  sj^mptoms  than  do  other  cranial 
ner\^es  and  becomes  a  verj'  important  though  much  neglected  factor 
in  the  diagnosis  of  various  diseases.  This  group  of  cases  exhibits 
a  partial  or  total,  temporary  or  permanent  deafness  which  has  a 
tendencj"-  to  recurrence  during  which  the  functional  testing  may 
give  anything  from  a  middle  ear  disturbance  to  that  of  the  typical 
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lesion  of  the  internal  ear.  Accompanying  this  may  be  an  ap- 
poplectiform  disturbance  of  the  vestibular  apparatus  as  exhibited 
by  dizziness  and  disturbances  of  equilibrium,  inequalities  in  the 
after  turning  nystagmus,  caloric  and  other  galvanic  reactions  and 
interference  with  the  kinesthetic  sense.  Either  the  cochlear  or  the 
vestibular  symptoms  may  be  uppermost  or  one  symptom  or  the 
other  alone  affected  making  the  lesion  as  a  whole  overlooked  or 
referred  to  other  parts  of  the  body  as  is  often  the  case  when  the 
patient  is  superficially  examined. 

To  illustrate: 

Case  J\^o.  1.  A  laborer,  30  years  of  age,  appeared  at  the  Stanford  Clinic 
complaining  of  an  inability  to  navigate  properly  and  with  a  ringing  in  one 
ear.  He  appeared  to  be  drnnk  and  vras  examined  with  that  in  view  with  a 
result  which  entirely  exonerated  the  alcohol.  His  right  ear  was  non-reactive  to 
calorie  and  he  was  deaf  in  this  ear.  There  was  a  spontaneous  horizontal 
nj-stagmus  to  the  opposite  side.  These  symptoms  continued  with  diminishing 
intensity  for  a  month  while  the  patient  was  in  bed  and  when  he  left  the 
hospital  were  still  present  to  a  marked  degree.  Three  months  later  he  returned 
and  announced  that  a  week  following  his  dismissal  from  the  hospital  he  had. 
found  that  his  liver  was  out  of  order  and  had  taken  some  China  medicine  with 
prompt  secession  of  all  symptoms.  While  he  was  in  the  hospital  exhaustive 
examinations  were  made  of  the  urine,  feces,  blood,  spinal  fluid  and  complete 
physical  examination  by  several  internists  and  at  no  time  could  any  assignable 
cause  be  give  for  the  neuritis  nor  was  there  anything  in  his  history  which 
would  point  the  way. 

Ca.se  No.  S.  F.  E.,  a  laborer  of  35,  came  to  me  complaining  of  a  dizziness 
so  great  that  he  had  been  in  bed  for  three  days.  He  gave  a  history  of  having 
had  three  years  previously  a  headache  lasting  two  years  followed  by  a  paralysis 
of  the  sixth  nerve.  One  month  before  the  paralysis  came  on  the  headaches 
became  less  to  cease  on  recovery  from  the  paralysis  one  week  later.  On 
examination  I  found  perfect  hearing  in  both  ears,  no  tinnitus,  functional 
tests  normal  save  a  slightly  shortened  bone  conduction,  knee  jerks  were  O.  K., 
but  the  patient  says  they  were  gone  one  year  before  and  there  is  a  six  year 
old  child  in  whom  I  found  an  absence  of  knee  jerks  but  who  was  otherwise 
normal  as  was  also  his  wife.  The  patient  exhibited  a  constant  spontaneous 
horizontal  nystagmus  to  the  right,  an  absent  calorie  on  the  left;  turning  to 
the  right  produced  a  few  jerks,  turning  to  the  left  gave  an  extra  nystagmus 
of  fifteen  seconds  to  the  right.  The  next  day  the  spontaneous  nystagmus  was 
much  less  and  turning  in  either  direction  gave  a  marked  nystagmus  to  the 
right,  turning  to  the  right  a  nystagmus  of  fifteen  seconds  and  to  the  left  a 
nystagmus  of  twenty-five  seconds.  There  was  a  very  slight  caloric  from  the 
right,  none  from  the  left  ear;  hearing  was  perfect  so  that  the  right  vestibular 
nerve  was  now  involved  with  the  left.  Five  days  later  the  spontaneous 
nystagmus  was  gone,  caloric  was  slow  from  either  ear,  turning  always  gave  a 
nystagmus  to  the  right  of  the  same  value  as  before.  One  and  two  months 
later  the  caloric  was  prompt  from  the  right  ear  and  absent  from  the  left,  the 
turning  nystagmus  was  normal  in  direction,  of  small  excursion  and  of  a  value 
of  twelve  to  fifteen  seconds.     There  was  a  negative  blood,  Wassermann,  and 
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the  urine  showed  an  excessive  amount  of  indican  when  he  first  came  in.  I 
placed  the  man  on  mixed  treatment  but  do  not  consider  that  it  was  at  all 
established  that  there  was  any  luetic  influence  in  the  case  and  the -man  himself 
gave  a  very  clear  negative  history. 

Case  No.  S.  An  unmarried  clerk  of  30,  a  young  woman  under  an  excessive 
nervous  strain  without  a  history  or  signs  of  lues,  who,  periodically  with  six 
or  eight  months  intervals,  became  dizzy  for  about  a  week,  had  to  go  to  bed 
and  exhibited  a  nystagmus  to  the  left  with  an  exaggeration  on  movements  of 
the  head,  absent  caloric  on  the  right  and  perfect  hearing. 

Case  No.  4.  An  active  business  man  of  sixty  with  an  arteriosclerosis 
negative  Wassermann,  a  history  of  having  previously  had  a  slight  cerebral 
hemorrhage  and  frontal  headaches  for  twenty-five  years,  came  complaining  of 
unsteadiness  in  his  walking.  Functional  tests  gave  Weber  unlateralized,  Rinne 
positive  and  Schwabach  slightly  shortened,  watch  not  heard,  forks  well  heard, 
monochord  at  twenty-three.  On  turning  to  the  right  there  was  little  or  no 
nystagmus  but  marked  dizziness.  On  turning  to  left  there  was  a  nystagmus 
to  the  right  of  twenty-two  seconds  but  the  patient  was  not  so  dizzy.  There 
was  a  slow  caloric  with  small  symptoms  from  the  right.  In  other  words,  there 
was  an  incomplete  neuritis  of  the  left  vestibular  nerve  due  to  an  arteriosclerosis 
and  on  testing  this  left  organ  by  turning  there  was  a  minimum  nystagmus  but 
marked  dizziness  and  by  the  caloric  test  both  a  short  nystagmus  and  minimal 
subjective  signs. 

I  have  selected  these  cases  from  varied  class&s  and  ages,  probably 
none  of  them  are  luetic,  no  two  exhibited  similar  nystagmus;  none 
of  them  happen  to  have  symptoms  from  the  side  of  the  cochlea 
but  these  are  well  known  and  frequently  found  so  I  need  not 
burden  you  with  them.  What  role  interference  in  intestinal  gland 
secretions  have  in  the  production  of  these  disturbances  is  not  known 
but  there  seems  to  be  evidence  pointing  to  them,  as  the  immediate 
cause  in  many  cases  and  the  subject  is  under  study  at  the  present 
time. 

I  wish  now  to  call  your  attention  to  a  case  exhibiting  a  peculiar 
fistula  symptom  for  which  I  have  no  explanation. 

Case  No.  6.  A  telegrapher  of  35  gave  a  history  of  having,  seven  years 
before,  had  a  dizziness  in  blowing  his  nose  which  lasted  for  four  or  five 
minutes  and  no  further  disturbance  until  about  three  days  ago  when  he  noticed 
the  same  thing.  He  had  a  marked  coryza  when  seen;  the  day  before  the 
telegraph  instrument  caused  a  sensation  of  pain  in  the  right  ear.  There  was 
a  hissing  noise  in  the  right  ear,  both  ear  drums  were  slightly  injected  but 
transparent.  The  right  drum  showed  some  clouding  at  the  inferior  half  and 
an  atrophic  area  in  the  superior  posterior  quadrant.  The  left  ear  was  normal, 
the  right  showed  slight  shrinking  for  the  watch  and  whisper,  seventeen  and 
a  half  for  monochord,  fourteen  and  a  half  on  the  left.  Weber  was  to  the 
right;  there  was  no  fistula  symptom.  On  politzerizing  this  patient,  a  marked 
rotary  nystagmus  occurred  in  both  eyes,  at  first  lasting  a  couple  of  minutes 
to  the  left  and  then  ehanging  to  the  right  and  lasting  another  two  or  three 
minutes,  the  patient  broke  out  in  a  profuse  perspiration  and  became  markedly 
nauseated,   this   lasting   for   an    hour.     The   whole   phenomenon   was   repeated 
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three  days  later.  Ten  months  later  the  patient  heard  normally  in  both  ears, 
monochord  fourteen.  There  was  no  disturbance  on  politzeri2ing.  I  present 
this  case  without  comment  for  your  discussion. 

Cajie  Xo.  6.  There  is  another  type  of  case  which  I  wish  to  call  briefly  to 
your  attention  and  that  is  an  acute  temporary  disturbance  of  the  cochlear 
apparatus  due  to  nerve  exhaustion  or  to  an  acute  infection  in  which  there  is 
an  acute  shrinking  of  the  high  tones  and  a  shortened  bone  conduction  both  of 
which  pass  off  in  due  time,  after  a  rest  or  recovery  from  the  infection.  I  first 
noticed  this  in  an  overworked  insurance  agent  who  had  had  some  disturbance 
in  hearing  before  I  saw  him.  He  came  to  me  complaining  of  an  impairment 
of  hearing  and  in  the  course  of  a  week  I  watched  and  demonstrated  to  others 
the  rapid  loss  of  perception  for  the  monochord  until  he  could  no  longer  hear 
it  at  all  with  the  rub  and  only  partially  with  the  bow.  This  cleared  up  entirely 
after  a  couple  of  weeks'  rest  from  a  very  nerve  racking  occupation. 

Case  Xo.  7.  The  next  case  of  this  type  I  saw  was  an  infection  with  so- 
called  influenza  (not  a  bacterial  diagnosis)  where  there  was  a  shrinking  of  the 
perception  for  the  monochord  to  thirty  or  less  and  there  was  a  marked 
shortening  of  bone  conduction,  both  of  which  cleared  up  in  a  week. 

Rapid  involvement  of  tlie  labyrinth  in  an  acute  suppurative 
process  is  not  frequent  but  does  occur  as  illustrated  by  the  following 
case. 

Case  Xo.  S.  A  34  year  old  office  employee  while  in  perfect  health  contracted 
a  fever  and  became  dizzy.  A  physician  said  on  the  following  day  that  he  had 
tonsillitis,  although  the  patient  was  not  aware  that  there  was  any  disturbance 
in  his  throat.  On  the  third  day  the  left  ear  drum  ruptured  spontaneously 
and  the  ear  continued  to  suppurate  until  seen  by  me  five  weeks  later.  For 
the  first  three  weeks  there  was  an  extreme  dizziness  and  nausea  -n-ith  vomiting 
so  much  so  that  he  thought  he  was  going  to  fall  out  of  bed.  The  vomiting 
ceased  after  the  first  week.  My  examination  showed  an  acute  mastoiditis 
with  a  non  reactive  labyrinth  throughout  and  a  Neuman  labyrinth  operation 
was  done  with  no  dizziness  immediately  succeeding  the  operation.  The 
organism  was  a  capsulated  streptococcus.  The  invasion  must  have  taken  place 
at  the  very  beginning  of  the  infection  but  by  what  route  I  can  not  say.  He 
evidently  had  not  previously  had  any  disturbances  of  the  ear  and  no  fistula 
could  be  demonstrated  in  the  labyrinth  capsule  at  operation.  It  is  prob- 
lematical as  to  whether  drainage  of  the  antrum  on  the  second  day  would  have 
saved  this  labyrinth  but  I  am  inclined  to  believe  that  were  I  to  see  a  case 
exhibiting  these  symptoms  again  I  would  strongly  advise  such  an  early 
procedure. 

Case  Xo.  9.  Lastly  I  wish  to  relate  a  case  exhibiting  the  aural  calamities 
that  an  individual  may  be  subject  to.  A  man  having  fallen  seven  floors,  three 
years  and  a  half  ago,  sustained  a  right  suppurative  ear.  Two  months  later 
he  was  sandbagged  and  was  dizzy  for  four  days,  so  much  so  that  he  could  not 
work.  This  passed  off  partially,  the  patient  becoming  steady  by  day  but  not 
at  night.  After  the  sandbagging  he  was  stone  deaf  in  the  right  (suppurative) 
oar  as  determined  by  a  doctor.  At  the  examination  it  was  determined  that 
there  was  considerable  impairment  of  hearing  in  the  other  ear,  the  high  tones 
being  short.  The  caloric  in  this  good  ear  was  absent,  there  was  no  nystagmus 
on  turning  in  either  direction.  The  patient  pointed  promptly  without  error 
at  the  object  after  turning.     I  take  it  that  the  man  had  a  suppurative  laby- 
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rinthitis  in  one  ear  and  a  concussion  affecting  the  vestibular  apparatus  in  the 
other.  A  labyrinth  operation  on  the  right  was  succeeded  by  no  dizziness. 
The  patient  exhibited  the  interesting  phenomenon  of  being  unable  to  orientate 
himself  in  space  as  when  diving  in  a  tank  of  water. 

In  discussion,  Dr.  F.  E.  Silencer  suggested  that  there  was  a  congenital 
dehiscence  in  the  promontory,  in  Case  Xo.  5,  the  case  with  a  fistula  symptom 
on  Politserizing. 

Doctor  E.  E.  Lewis  called  attention  to  the  work  of  Dr.  Jones  of 
Philadelphia  who  has  demonstrated  that  the  motor  and  sensorj' 
portions  of  the  vestibular  nerve  divide  to  reach  the  cerebrum  and 
cerebellum  at  diiferent  levels  in  the  central  system,  thus  giving  a 
chance  for  a  marked  difference  in  the  symptoms  as  well  illustrated 
by  case  No.  4  where  there  were  marked  sensory  signs  on  turning 
and  small  motor  (nystagmus)   signs. 


TRANSILLUailNATION    OP    THE    LARYNX    AND    UPPER 
TRACHEA. 

(First  Communication.) 

By    FRANK    R.    SPENCER,    M.    D.,    Boulder,    ColO'. 

In  June  1916,  while  the  guest  of  Dr.  Joseph  C.  Beck,  at  the  North 
Chicago  Hospital,  I  was  invited  to  look  into  the  larynx  and  trachea 
of  a  patient  suspended  with  Lynch 's  suspension  laryngoscope.  The 
Beck  light,  on  a  stand,  was  at  the  patient's  left  shoulder  and  the 
shade  so  placed  that  much  of  the  light  was  thrown  on  the  left  side 
of  the  larynx  and  upper  trachea.  I  chanced  to  view  the  interior 
of  the  larynx  and  trachea  the  instant  before  my  head  mirror  could 
throw  the  light  into  the  upper  respiratory  tract,  and  I  had  my 
attention  immediately  attracted  by  the  readiness  with  which  the 
interior  was  ilhmiinated  by  the  light  on  the  stand.  I  called  Dr. 
Beck's  attention  to  this  and  the  word  "transillumination"  quickly 
suggested  itself  to  his  active  mind.  The  thought  that  I  had  dis- 
covered something  new  occurred  to  me,  but  upon  looking  up  the 
literature  I  found  I  was  mistaken. 

Wliether  this  particular  method  of  transillumination  is  of  any 
real  value  and  whether  this  method  of  using  it  is  original  I  cannot 
say,  but  I  think  it  is.  However,  transillumination  of  the  larynx 
was  first  practiced  by  Czermak,*  but  was  later  perfected  by 
Voltolini  *'.  Freudenthal  states,  in  a  letter,  that  he  has  had  ex- 
perience with  transillumination  of  the  larynx  and  that  he  was  the 
first  one  in  the  United  States  to  demonstrate  the  method.  He  has 
written  articles  upon  this  in  German-  and  in  English.^'  ^ 

I  shall  present  this  method  for  what  it  is  worth  and  let  the 
future  decide  its  real  merit  and  permanent  place  in  laryngology. 
However,  I  am  afraid  transillumination  of  the  larynx  and  trachea 
has  only  very  limited  practical  value  when  compared  with  trans- 
illumination of  the  maxillary  sinuses,  because  it  is  so  easy  to  obtain 
a  good  view  of  the  interior  of  the  former  and  so  difficult  to  do  so 
with  the  latter. 

The  following  are  the  methods  of  applying  transillumination 
to  the  larynx: 

1.  Voltolini''  used  a  metal  covered  electric  light  for  condensing 
the  rays  of  light  on  the  exterior  of  the  larjTix. 
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2.  Freiidenthal-  improved  upon  Yoltolini  's  model  of  laryngeal 
transilluminator  and  applied  it  either  at  the  pomum  Adami,  or 
near  the  cricoid  cartilage,  and  introduced  the  heated  laryngeal 
mirror  into  the  dark  pharynx  so  as  to  obtain  a  good  view. 

3.  Cheatham  has  used  a  De  Zeng  transilluminator,  but  he 
doesn't  say  just  how  he  applied  this.  Several  other  laryngologists 
have  used  this  test,  or  method  of  examination,  in  different  ways, 
judging  from  their  replies  to  my  circular  letter  of  inquiry  to  ali 
the  Fellows  of  this  Societv. 

4.  The  Beck  light,  on  a  stand,  maj'  be  used  to  good  advantage 
to  light  the  larynx,  while  the  patient  is  suspended,  as  I  mentioned 
in  the  first  part  of  this  paper.  Whatever  the  method  of  apphnng 
this,  the  principle  is  the  same. 

Transillumination,  even  in  normal  patients,  should  be  of  value 
for  inspection  of  the  larj-nx  and  upper  trachea.  In  cases  of  benign 
growths,  it  should  give  a  fairly  definite  idea  of  the  amount  oi 
inflammatory  thickening  about  the  point  of  attachment.  This  will 
be  of  even  greater  value  in  eases  of  malignancy  or  suspected 
malignancy.  The  same  may  be  said  of  tuberculous  or  syphilitic 
ulcers,  lupus,  chondritis,  perichondritis,  etc.  Freudenthal,  in  a 
personal  communication,  relates  the  following:  "I  recollect  one 
ease  which  I  saw,  together  with  Dr.  Lefferts  and  the  late  Dr.  Aseh. 
It  was  a  man  with  terrific  stridor.  Both  these  colleagues  had 
made  the  diagnosis  of  aneurism,  while  my  diagnosis  was  carcinoma 
of  the  trachea.  A  dark  shadow  was  plainly  seen  on  transillumina- 
tion. At  the  autopsy  both  conditions  were  found,  i.  e.,  a  cancer, 
on  top  of  which  (or  on  the  side,  I  do  not  recoUect  particulars) 
was  an  aneurism."  As  this  was  prior  to  the  bronchoscopie  and 
suspension  laryngoscopic  era  in  medicine,  such  a  test  was  of  more 
value  then  than  now,  other  things  being  equal. 

As  the  test  can  be  made  during  either  suspension  or  direct. 
laryngoscopy,  or  by  a  modification  of  indirect  laryngoscopy,  it  • 
can't  be  used  as  easily  as  transillumination  of  the  maxillary 
sinuses,  for  instance.  Direct  or  indirect  inspection  of  the  mucosa 
of  the  upper  respiratory  tract,  by  any  of  the  standard  methods, 
is  of  greater  value  than  tran.sillumination,  especially  since  indirect 
inspection  is  comparatively  easy.  On  the  other  hand,  we  should 
use  in  laryngology,  as  in  the  other  specialties,  all  the  tests  at  our 
disposal,  if  we  cultivate  accuracy  in  diagnosis.  The  average  case 
may  not  and  probabh^  won't  require  it,  but  the  difficult  ones  will, 
especially  if  direct  or  even  indirect  laryngoscopy  is  very  difficult 
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or  for  any  reason  impossible.  I  have  in  mind  two  patients  witli 
ankylosis  of  the  mandible,  as  a  part  of  a  general  joint  infection 
due  to  tonsillitis,  in  whom  it  would  be  difficidt  or  even  impossible 
to  examine  the  larjTix  except  by  transillumination.  In  fact,  the 
ankylosis  is  so  pronounced  that  it  is  difficult  for  them  to  masticate 
properly.  While  such  cases  are  the  exception  to  the  rule,  they 
do  occur. 

Schmidt,"  however,  has  the  following  to  say:  "For  laryngeal 
examinations,  in  which  the  transillumiijator  with  a  cover,  as  in 
frontal  sinus  examinations,  is  placed  anteriorly  on  the  larynx,  I 
regard  the  method  as  without  value.  Besides,  it  is  veiy  difficult  to 
place  the  mirror  in  the  correct  position  in  the  dark  pharynx.  It  is 
true  that  a  transilluminated  larynx  gives  a  beautiful  picture,  but  I 
have  not  obtained  any  practical  results  from  the  method." 

Roth^^  doesn't  favor  transillumination  of  the  larjTix,  as  he  be- 
lieves the  test  isn't  practical. 

Dr.  H.  Arrowsmith  writes  as  follows  in  a  letter:  "Transillumina- 
tion of  the  larjTix  was  done,  to  a  very  limited  extent,  twentj^-odd 
years  ago.  I  tried  it  out,  casually  at  that  time,  but  with  others 
discarded  the  procedure  as  having  no  practical  value." 

The  normal  larynx  shows  shadows  cast  by  the  thicker  portions, 
such  as  the  true  and  false  cords  and  the  cricoid  cartilage.  The 
thyroid  cartilage  offers,  of  course,  the  greatest  obstruction  to  the 
rays  of  light.    The  rings  of  the  trachea  cast  very  definite  shadows. 

The  ventricle  of  the  larynx,  the  crico-thyroid  membrane,  and  the 
membrane  extending  between  each  two  adjacent  tracheal  rings  ad- 
mit more  light  than  the  thicker  structures,  hence,  at  any  of  these 
points,  inflammatory  thickenings,  benign  or  malignant  growths  will 
show  most  distinctly  on  account  of  the  shadows  which  they  cast. 
The  same  may  be  said  of  the  membrane  extending  from  the  lower 
border  of  the  cricoid  to  the  first  ring  of  the  trachea. 

During  the  past  fifteen  months,  I  have  had  under  observation  a 
papilloma  of  the  larj'nx  in  a  man,  age  41.  This  growth  has  re- 
turned twice  following  removal  by  suspension  lai-jTigoscopy.  The 
papilloma  originally  sprang  from  the  left  ventricle,  but  later  seemed 
to  be  attached  to  the  inferior  surface  of  the  false  cord  too.  This 
casts  a  distinct  shadow  by  transillumination,  during  suspension 
laryngoscopy,  and  shows  well  the  inflammatory  thickening  at  the 
point  of  attachment.  While  the  pathologist  reported  a  suspicion  of 
malignancy  from  the  second  papilloma  removed,  I  don't  believe  it 
is  malignant,  but  the  shadow  east  is  due  purelj'  to  the  thickened 
tissue. 
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Cases  examined  with  the  bronchoscope  or  esophagoscope  for  a 
foreign  body  or  a  stieture,  it  is  needless  to  saj',  show  only  the 
normal  shadows.  Imperatori  states,  in  a  letter :  "  I  have  noted  the 
light  passing  through  the  cricothyroid  membrane  while  suspend- 
ing the  patient  and  with  the  long  lighting  attacluuent  within  the 
larynx."  Since  I  have  not  had  an  opportuuitj'  to  use  this  in  a  single 
ease  of  malignancy,  I  can't  speak  from  experience  of  its  value  here. 

J.  Solis-Cohen,  in  a  personal  communication,  writes  as  follows: 
"I  have  tried  transillumination  of  the  larjmx  and  trachea,  but  got 
very  little  satisfaction  from  it.  The  parts  looked  like  translucent 
candy  and  it  was  not  possible  to  outline  growths  and  structures,  so 
I  gave  it  up.    I  do  not  think  I  ever  wrote  upon  the  subject." 

Schech'  makes  the  following  interesting  statement :  ' '  The  trans- 
illumination of  the  larjTix,  first  practiced  by  Czermak,  and  later 
being  perfected  by  Voltolini,  has  no  diagnostic  value. ' ' 

Dr.  Frank  E.  Miller  wi'ites  as  follows :  "I  have  had  at  least  fifteen 
years  experience  with  transillumination  of  the  larynx  and  trachea. 
In  each  I  find  it  especially  helpful,  where  there  are  gouty  deposits 
and  tuberculous  combinations.  It  has  proved  extremely  satisfactory 
and  has  been  particularly  helpful  in  diagnosing  cancer  cases,  by 
exhaustive  processes.  At  the  present  time,  I  have  three  cases  of 
gouty  deposits  of  the  thyroid  and  arytenoid,  where  the  above  had 
not  been  employed,  causing  improper  recognition  and  tracheotomy. 
In  a  number  of  cases  where  this  has  sho^Ti  simply  a  shadow  over- 
lying the  thyroid  gland,  the  penumbra  has  resulted  in  serious 
errors  of  diagnosis." 

FrankeP  has  referred  to  transillumination  of  the  larynx  in 
Simon's  handbook  of  laryngologs',  but  mentions  this  very  bi-iefly. 

Dr.  Nor^-al  H.  Pierce  states:  "I  have  had  some  experience  with 
transillumination  of  the  larjTix  and  trachea,  and  now  have  a  paper 
in  preparation  on  the  subject.  This  procedure  has  been  used 
before,  as  a  paper  was  read  on  the  subject  before  the  Belgian 
Laryngological  Association. ' ' 

A.  L.  Benedict'  has  suggested  the  use  of  transillumination  of  the 
upper  respiratory  tract. 

William  Cheatham,  in  reply  to  my  letter  of  inquiry,  states:  "A 
few  years  ago  I  became  interested  in  laryngeal  transillumination 
and  used  De  Zeng's  frontal  sinus  transilluminator.  I  found  the 
study  very  interesting." 

Dr.  Lee  il.  Hurd  writes  as  follows.  "Four  years  ago,  while  ob- 
ser\'ing  a  bronchoscopic  tube,  being  passed  in  a  darkened  room,  I 
noticed  the  translucency  of  the  light  on  the  neck  and  chest  wall  as 
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the  tube  was  passed,  and  later  reversed  the  idea  of  light  outside, 
using  mirror  to  examine  laiynx  and  trachea.  I  have  used  the 
method  for  observing  the  contrast  and  to  out-line  growths  in  the 
larynx.     Lennox  BrowTi  used  a  similar  method  30  years  ago." 

To  quote  further  from  FreudenthaP:  "Now,  to  get  a  view  of 
tlie  interior  of  the  larynx  we  apply  this  lamp  to  the  external  sur- 
face of  the  neck,  either  at  the  pomum  Adami,  or  near  the  cricoid 
cartilage,  and  introduce  the  heated  laryngoscopic  mirror  into  the 
dark  pharynx,  and  thus  we  obtain  a  splendid  view  of  it.  But  this 
view  is  quite  different  from  that  ordinarily  seen.  The  first  thing 
that  strikes  the  observer  is  the  disappearance  of  different  colors. 
The  whole  larynx  shows  a  reddish  tint  of  varying  intensity.  Wlien 
we  place  the  lamp  at  the  level  of  the  incisura  thyreoidea,  then  the 
vocal  bands  and  all  parts  above  them  appear  of  a  beautiful  red 
color  (of  course  the  epiglottis  is  dark).  But  when  we  place  the 
lamp  near  the  cricoid  cartilage,  then  we  get  a  better  survey  of  the 
whole  subglottic  region  down  to  the  bifurcation  of  the  trachea,  and 
this  view  is  often  more  satisfactory  than  that  obtained  by  the  com- 
mon method.  But  it  must  be  observed  that  we  have  to  become 
accustomed  to  this  peculiar  view  of  the  larynx,  it  may  be  said,  we 
see  mostly  in  the  negative.  What,  in  ordinary  illumination,  im- 
presses us  as  a  thickening  or  an  enlargement  of  a  solid  mass,  in 
transillumination  strikes  us  as  a  dark  object.  The  rays  of  light 
cannot  penetrate,  and  we  infer  that  a  solid  mass,  or  a  mass  subject 
to  the  same  optical  laws,  must  intervene.  We  will  therefore  be 
able  to  define  more  precisely  the  contour  of  a  tumor,  because  we 
see  how  the  mass  differentiates  itself  sharply  by  its  dark  outlines 
from  the  other  parts  in  view.  Only  a  few  days  ago  I  saw  a 
jiatient  of  Dr.  L.  Weiss,  who  had  a  tumor  on  the  posterior  wall 
of  the  larynx,  extending  between  the  two  cartilages  from  the  left 
arytenoid  downward.  We  can  see  the  circumstance  of  it  by  means 
of  transillumination  better  than  by  the  ordinary  method.  I  will 
have  the  pleasure  of  showing  you  the  patient,  and  will  be  veiy  giad 
to  have  the  benefit  of  your  opinion  upon  the  ease." 

"Furthermore,  we  will  be  enabled  to  differentiate,  in  a  certain 
case,  between  a  solid  tumor  and  a  cyst,  and  this  point  seems  to 
me  to  be  of  sufficient  importance  to  give  the  method  a  fair  trial. 
A  few  weeks  ago  I  operated  on  a  man  who,  a  few  minutes  after- 
ward, happened  to  be  seen  by  Dr.  Hoch,  of  Philadelphia.  The 
patient  had  a  tumor,  the  greatest  part  of  which  was  below  the 
glottis.  It  was  attached  to  the  right  vocal  band  at  the  front  angle, 
and  extended  over  a  little  to  the  left  vocal  band.     By  means  of 
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transillumination  I  could  easily  determine  that  it  was  a  solid 
tumor,  not  a  cyst,  and  could  gauge  the  exact  size  of  it.  It  is 
true  that  you  could  have  excluded  a  cyst  in  this  case  even  without 
transillumination,  but  there  are  cases  where  this  is  not  so  easily 
done,  and  for  these  I  think  transillumination  is  also  of  value." 

"In  this  man,  by  the  way,  we  could  see,  the  day  after  the 
operation,  that  the  edematous  vocal  band  was  much  more  trans- 
lucent than  before  the  edema  had  set  in,  and  this  brings  us  to 
the  other  class  of  cases,  where  we  have  a  greater  penetration  of 
light  than  normally.  This,  however,  can  only  be  seen  where  loss 
of  substance  has  taken  place,  as  in  ulcerative  processes  or  in  other 
pathological  conditions  which  admit  a  greater  peneti-ation  of  light. 
When  Gottstein"  says,  'the  reddened  vocal  band  seems  just  as 
translucent  as  the  normal,'  he  is  correct;  but  you  cannot  draw  from 
that  a  conclusion  as  to  the  usefulness  of  this  method  generallj". 
Certainly  we  cannot  recognize  these  changes,  but  there  are  others 
which  we  can  see  so  much  easier.  So,  for  example,  an  edemat- 
ous vocal  band  is  differently  translucent  than  an  infiltrated  one. 
The  first  is  of  a  strong,  light  red,  i.  e.,  much  redder  than  the  normal, 
the  last  is  much  darker.  This  is  a  differentiation  which  is  inter- 
esting enough  to  us." 

While  I  have  used  transillumination  in  a  few  cases,  my  expei'i- 
enee  is  too  limited  to  warrant  many  positive  conclusions,  so  I  will, 
therefore,  submit  this  test  or  method  of  examination  for  your  ap- 
proval in  this  "first  communication,"  but  I  shall  report  more  in 
detail  later. 
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DISCUSSION. 


Dr.  ^X.■  A.  Walters,  Billings,  Mont.,  said  that  to  him,  the  field  was 
new,  he  having  had  no  experience  with  transillumination  of  the  larynx 
by  any  method:  but  that  he  welcomed  any  new  procedure  of  exam- 
mation  that  offered  any  chance  to  gain  substantial  information  or  in- 
crease the  accuracy  of  observation.  He  likened  the  present  status  of 
the  subject  to  the  early  days  of  the  X-ray  and  blood  pressure  inves- 
tigations and  expressed  the  hope  that  in  time  transillumination  of  the 
larynx  ^vould  offer  much  of  value.  He  agreed  with  the  essayist  that 
the  differential  diagnosis  between  cysts  and  other  tumors  of  the 
larynx  by  transillumination  could  be  readily  accomplished. 

Dr.  A.  C.  Magnider,  Colorado  Springs,  said:  Recently  when  in  the 
East,  the  subject  was  discussed  in  medical  circles  and  many  laryng- 
ologists  looked  with  favor  upon  the  method,  believing  there  was  much 
promise  in  it  for  satisfactory  development.  He  encouraged  Dr.  Spen- 
cer to  continue  his  efforts  and  observations  with  a  view  of  publishing 
them  in  the  future. 

Dr.  T.  E.  Carniodj-.  Denver,  congratulated  Dr.  Spencer  on  the  work 
he  had  already  done.  He  thought  it  a  valuable  procedure  and  one  that 
offered  many  opportunities  for  development.  He  also  referred  to  the 
differential  diagnosis  between  cysts  and  other  laryngeal  tumors  being 
greatly  facilitated  by  transillumination. 

Dr.  James  .Ulen  Patterson,  Colorado  Springs,  thanked  Dr.  Spencer 
for  introducing  such  an  interesting  and  new  subject  to  the  profession. 
He  was  pleased  indeed  that  the  paper  was  read  at  the  Western  Sec- 
tion Meeting  as  it  contributed  greatly  to  the  general  interest  and  suc- 
cess of  the  meeting.  That  the  subject  so  full  of  promise  should  not 
be  dropped  without  further  investigation,  was  quite  apparent  and  he 
with  the  others  who  had  discussed  the  paper  hoped  to  hear  more  about 
it  from  Dr.  Spencer. 

Dr.  F.  R.  Spencer,  Boulder,  Colo.,  closing  the  discussion  elaborated 
in  detail  the  several  methods  of  transillumination  of  the  larynx. 
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The  Society  was  called  to  order  by  the  President,  Dr.  Thomas 
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REPORTS  OF  SECTION  ]\IEETINGS. 

Be  port  of  the  Eastern  Sectian. 

The  annual  meeting  of  the  Eastern  Section  of  this  Society  was 
held  at  the  University  Club  in  Philadelphia,  Pa.,  on  JIarch  3d, 
1917.  The  meeting  which  began  promptly  at  9:30  a.  m.  was 
very  well  attended.  The  morning  program  being  devoted  to  the 
reading  of  six  papers  on  ear,  nose  and  throat  subjects.  The  dis- 
cussion of  the  papers  was  very  free.  At  the  conclusion  of  the 
morning  program  the  Fellows  of  the  Society  and  their  guests  had 
luncheon  with  the  chairman  of  the  section.-  The  afternoon  pro- 
gram which  was  purely  clinical  was  held  at  the  Jeffei'son  College 
Hospital  at  2 :30  p.  m.  This  clinical  session  was  a  very  valuable 
part  of  the  meeting,  and  there  were  ten  separate  demonstrations 
or  operations  shown  or  performed  by  prominent  members  of  the 
Society  or  its  guests.  There  were  in  attendance  forty-nine  mem- 
bers. The  President  of  the  Society  Dr.  Thomas  J.  Harris,  of  New 
Yoi'k,  and  the  dean  of  larjTigologj',  Dr.  J.  Solis  Cohen,  of  Philadel- 
phia, honoi'ed  the  meeting  by  their  presence.  The  chairman  ^^'ishes 
to  record  his  appreciation  of  the  valuable  assistance  rendered  by  Dr. 
S.  MaeCuen  Smith  of  Philadelphia  in  arranging  for  the  clinical 
part  of  the  program. 

JOHN  F.  CULI', 

Chairman  of  the  Eastern  Section. 

Report  of  the  Southern  Section. 

The  meeting  of  the  Southern  Section  was  held  in  Memphis, 
Tennessee,  on  Saturday,  March  24tli,  1917.  There  were  thirty 
members  and  guests  present  during  the  course  of  the  meeting. 
At  the  morning  session  the  following  papers  were  read  and 
discussed : — 

Enucleation  of  the  Faueial  Tonsils  by  Guillotine  Dissection — A 
Resume  of  Results.    John  J.  Shea,  M.  D.,  ^Memphis,  Tennessee. 

A  New  Submucous  Incision  for  Resection  of  the  Nasal  Septum. 
Clyde  C.  Purcell,  M.  D..  Paducah,  Kentucky. 

A  Clinical  Report  of  Work  in  Bronchoesophagoscopy.  R.  H.  T. 
]\Iann,  M.  D.,  Texarkana,  Arkansas. 

The  Conservative  Radical  ^Mastoid  (Heath)  Operation — Its 
Indications,  with  Exhibition  of  Patients.  P.  M.  Farrington.  ]\I.  D.. 
Memphis,  Tennessee. 

Lung  Abscess  as  a  Complication  of  Tonsillectomy.  Ira  Frank 
M.  D.,  Chicago,  Illinois. 
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At  the  afternoon  session,  held  at  the  Memphis  General  Hospital, 
Dr.  Joseph  C.  Beck,  of  Chicago,  demonstrated  the  radical  mastoid 
operation  on  two  patients,  Dr.  R.  C.  Lj'nch,  of  New  Orleans, 
Louisiana,  operated  for  papilloma  of  the  laiynx,  with  saspensiou 
laryngoscopy,  Dr.  M.  M.  Cullom,  of  Nashville,  Tennessee,  demon- 
strated the  technique  of  tonsillectomy,  A^-ith  instruments  devised 
by  him. 

At  the  morning  session,  it  was  moved  by  Dr.  Joseph  C.  Beck, 
seconded  by  Dr.  R.  C.  Lynch,  that  the  chairman  of  the  section 
be  requested  to  frame  suitable  resolutions  of  regret  over  the 
death  of  Dr.  G.  Hudson-]\Iakuen,  of  Philadelphia,  Pennsylvania. 

A  vote  of  thanks  was  extended  to  Dr.  Richmond  ilcKinney, 
chairman  of  the  Southern  Section,  for  lia\'ing  arranged  for  a  vei-j' 
suceessfidl  meeting,  and  also  for  the  hospitality  extended  by  him 
to  the  visiting  members  and  guests. 

RICHMOND  :\reKIXNEY. 

Chairman  of  the  Southern  Section. 

Report  of  the  Middle  Section. 

Doctor  Brown  in  opening  the  meeting  made  a  short  address  of 
welcome  and  annoiinced  the  list  of  entertainments  and  clinics. 
He  then  introduced  Dr.  Thomas  J.  Harris,  New  York  City,  the 
national  pi-esident  of  the  Society  who  also  gave  us  a  short  address 
and  offered  the  following  resohitions.  Resolved,  that  one  man 
from  each  state,  comprising  the  ^Middle  Section,  form  a  committee 
to  send  condolence  to  the  wife  of  Dr.  Hudson-I\Iakuen,  who  died 
during  the  week.  The  following  committee  was  appointed.  Drs. 
Thomas  Hubbard,  Ohio,  chairman ;  Harold  Wilson,  Mich. :  J.  A. 
Stueky,  Ken.;  N.  H.  Pierce,  111.;  H.  W.  Loeb,  Mo.;  T.  W.  Moore, 
W.  Va. ;  L.  W.  Dean,  Iowa ;  D.  "W.  Layman,  Ind. ;  J.  E.  Browu, 
chairman  and  Thomas  J.  Harris,  national  president. 

The  "sisiting  members  of  the  Society  were  given  the  pri\'ilege  of 
the  floor.  The  first  three  papers  by  Doctor  Hubbard  "Functional 
and  Organic  Strictures  of  the  Oesophagus."  (Lantern  Slides)  ; 
Dr.  J.  "W.  Murphy  "Some  Experiences  Demonstrating  that  For- 
eign Bodies  in  the  Bronchi  and  Esophagus  Are  Dangerous"; 
Dr.  S.  Iglauer,  "Removal  of  an  Unusual  Foreign  Body  from  the 
Upper  Esophagus,  with  Remarks  on  Preliminary  Tracheotomy  in 
Such  Cases";  were  read,  and  discussed  by  the  following  men: 
Doctors  Beck,  Thompson,  Harris,  Chamberlin,  Loeb  and  Dean. 

Dr.  Samuel  Iglauer  also  presented  a  paper,  "Two  L'nusual 
Bronchoscopie  Cases  with  Special  Instruments  Used  in  Extrac- 
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tion. ' '  After  the  discussion  by  Doctors  Murijliy,  Hubbard,  Cham- 
berlin,  Pierce,  and  Loeb  the  meeting  adjourned  to  the  Columbus 
Athletic  Club  for  luncheon.  The  luncheon  was  tendered  by  the 
oto-laryngologists  of  Columbus. 

The  meeting  was  again  called  to  order  by  Chairman  Brown. 
Doctor  Beck  read  his  paper,  "Further  Report  on  the  Malignant 
Disease  of  the  Larynx  by 

(a)  Percy  coagulation  method; 

(b)  Diathermia  Coagulation  method; 

(c)  Deep  X-ray  penetration  ; 

(d)  ilassive  radium  apjilication  ; 

(e)  Laryngectomy." 

He  then  presented  new  instruments  for  holding  the  incised 
turbinals,  clamp  for  holding  adjustment  made  on  fracture  of  the 
nose  also  electrodes  for  reducing  hypertrophied  tissues. 

Doctor  Iglauer  presented  an  illuminator  for  the  bronchoscope 
wliich  lie  claims  gives  better  illumination  than  any  other  style. 

Dr.  Thomas  J.  Harris  then  read  his  paper,  "Dysphagia  and 
Dysphonia  of  Dental  Origin."  (Case  Reports).  This  was  dis- 
cussed by  Doctors  lugersol,  Thompson  and  Beck. 

Dr.  Clyde  Brook's  paper  was  next.  "Some  Phases  of  Drug 
Action  of  Interest  to  Oto-laryngologists."  (By  invitation).  A 
vote  of  thanks  was  tendered  him. 

Dr.  J.  A.  Stucky's  paper,  "The  .Serum  Treatment  of  Fetid 
Coryza  and  Ozena"  created  a  very  spirited  discussion,  partici- 
pated in  by  Doctors  Harris,  Senseney,  Wilson,  Chamberlin  and 
Beck.  Doctor  Dean  then  presented  his  paper,  "Report  of  a  Case 
of  Bilateral  Congenital,  Osseous  Atresia  of  the  External  Auditory 
Canal  with  an  Exceptionally  Good  Functional  Result  Following 
Operation,"  which  vrss  discussed  by  Doctors  Pierce,  ]\Iurphy, 
Beck  and  Chamberlin. 

Dr.  D.  W.  Layman  closed  the  program  by  reading  his  paper, 
"Report  of  a  Case  of  Acute  Purulent  Leptomeningitis  of  Otitic 
Origin." 

The  meeting  adjourned  to  a.ssemble  again  in  the  dining  room 
where  the  chairman.  Dr.  John  E.  Brown  gave  a  complimentary 
dinner  to  those  present. 

Those  who  remained  were  invited  to  the  several  hospitals  for 
clinics  the  next  morning.  The  meeting  was  a  success  in  every 
way. 

JOHN  EDWARD  BROWN, 

Chairman  of  the  lliddle  Section. 
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Report  of  the  Western  Section. 

The  chairman  of  the  Western  Section  was  requested  by  tlie 
President  to  do  as  much  missionary  work  as  possible.  With  the 
aid  and  advice  of  Dr.  Levy  about  3000  invitations  were  sent  to 
all  men  known  to  be  practicing  laryngology  exclusively  in  the 
states  of  Utah,  Texas,  Arizona,  New  Jlexico,  Kansa.s,  Nebraska, 
Wyoming,  Montana,  Idaho  and  the  Dakotas.  Many  replies  were 
received.  Quite  a  number  of  men  expressed  their  desire  to  read 
papers  of  which  they  would  give  title  later.  A  few  desired  to 
read  papers  on  ophthalmological  subjects  which  necessitated  their 
refusal.  The  majority  of  those  promising  papers  failed  to  furnish 
titles  when  repeatedly  requested  to  do  so. 

The  meeting  however  proved  to  be  higlily  successful.  The 
attendance  was  large,  the  papers  were  of  a  high  degree  of  merit 
and  were  well  discussed.  The  clinical  feature  aroused  the  greatest 
enthusiasm. 

The  success  of  the  meeting  was  largely  due  to  the  loyalty  of 
the  fellows  residing  in  the  section  and  to  the  support  of  Drs. 
Dennis,  Mullen,  and  Magruder,  confreres  practising  laryngology 
in  Colorado  Springs. 

J.  A.  PATTERSON,  Secretary, 

Western  Section. 
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EXECTTIVE  SESSIONS. 
May  31  to  June  1,  1917. 
Election  of  Fellows  -. 

Seth  A.  Brumm,  :\I.  D.,  Philadelphia. 
Ernest  V.  Hubbard,  M.  D.,  New  York  City. 
George  E.  Shambaugh,  Chicago. 
Appointing  of  Committees: 

Dr.  J.  A.  Stucky,  Dr.  Charles  W.  Richardson,  Dr.  C.  R.  Holmes, 
Dr.  1\  J\I.  Holmes,  Dr.  J.  A.  Patterson. 

Report  of  Secrctarij  -. 

To  the  Fellows  of  the  American  Laryngological,  Rhinologieal  and 

Otologieal  Society : — 

Gentlemen: — In  submitting  his  fii-st  report  the  secretary  first 
desires  to  thank  all  of  the  Fellows  for  their  most  kind  considera- 
tion of  his  efforts  throughout  the  past  year  for  they  have  made 
his  service  one  of  much  pleasure  rather  than  a  heavy  burden. 

On  revising  the  list  of  Fellows  the  roll  shows  an  active  list  of 
three  hundred  and  two  Fellows  and  twenty-two  Honorary  Fellows. 

There  has  been  three  resignations  during  the  past  year,  those 
of  Dr.  "William  Cheatham,  Dr.  Paul  F.  Sondern  and  Dr.  Percy 
Fridenberg. 

Three  have  been  dropped  for  non-payment  of  dues. 

The  Society  has  lost  four  members  by  death.  Dr.  D.  Braden 
Kyle,  Dr.  G.  Hudson-ilakuen,  Dr.  Amos  Solenberger  and  Dr. 
H.  S.  Dye. 

While  the  loss  by  death  of  any  of  our  Fellows  is  always  very 
deeply  felt,  this  year  has  brought  an  almost  irreparable  loss  to 
the  Society  in  that  two  of  the  deceased  Fellows  were  former 
presidents.  No  words  of  your  secretary  can  express  how  great 
is  the  loss  that  the  Society  has  sustained  for  their  unfailing 
devotion  and  wise  counsel  in  all  important  affairs  affecting  the 
welfare  of  the  organization  will  be  sorely  missed  by  those  who 
carry  on  the  burdens  from  year  to  year. 

It  is  deeply  to  be  regretted  that  only  two  out  of  eleven 
theses  .submitted  M-ere  considered  by  the  Council  to  be  of  sufficient 
merit  to  warrant  recommendation  of  the  candidates  for  election. 
It  is  to  be  hoped  that  all  proposers  of  candidates  in  the  future 
will  endeavor  to  make  the  candidates  realize  the  necessity  of 
making  very  careful  preparation  of  their  theses  as  their  eligibility 
is  largeh'  determined  by  this  evidence  of  their  scientific  ability. 
If  this  is  done  we  can  look  forward  to  a  verv  welcome  increase 
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in  our  numbers  as  there  are  twenty  seven  applications  now  being 
considered   by   the   Council. 

It  may  be  of  interest  to  report  that  eighty  Fellows  and  ninety- 
one  guests  have  attended  the  several  section  meetings. 

The  Council  has  held  two  meetings  during  the  past  year,  thirteen 
members  attending  the  first  meeting  in  January  and  twelve  being 
present  at  the  second.  This  clearly  shows  that  the  welfare  of 
the  Society  has  been  considered  of  first  importance  by  the  men 
who  have  been  honored  by  your  choice  for  many  of  them  have 
made  real  personal  sacrifice  to  give  their  services  in  your  behalf. 
Respectfully   submitted, 

W.  H.  HASKIN,  Secretary. 

Moved  and  seconded  that  the  Secretary's  report  be  received 
and  adopted.  Carried. 

The  following  resignations  were  presented  by  the  Secretary : 

Dr.  Paul  F.  Soudern,  New  Jersey,  Dr.  W.  Cheatham,  Louisville, 
Ky.,  Dr.  Percy  Fridenberg,  New  York. 

The  question  of  the  further  division  of  the  Society  into  five 
sections: 

On  motion,  the  motion  proposed  by  Dr.  Levy,  of  Denver,  one 
year  ago,  was  accepted. 

The    question    of   incorporation : 

On  motion,  the  recommendation  of  the  Council  that  the  Society 
be  incorporated,  was  accepted. 

Report  of  the  Treasurer: 

Pittsburgh,  Pa.,  May  23d,  1917. 

American  Laryngological,  Rhinological  and  Otological  Society, 
1005  Westinghonse  Building.  Pittsburgh,  Pa. 
Gentlemen ; — 

Acting  under  instruction  from  your  Treasurer,  Dr.  E.  W.  Day, 
we  have  made  an  examination  of  the  Cash  Receipts  and  Disburse- 
ments, our  report  therefore  does  not  show  verification  of  Assets  and 
Liabilities,  we  submit  herewith  two  Exhibits  as  follows : — 

Exhibit  No.  1  Statement  of  Receipts  and  Disbursements,  ^lay  6, 
1916,  to  May  19,  1917. 

Exhibit  No.  2.     Statement  of  Investment  Account. 

The  receipts  of  your  Society,  as  set  up  in  Exhibit  No.  1,  have 
been  grouped  by  us  under  their  different  headings  and  all  traced 
to  your  bank  account,  and  all  payments  we  found  properly  sup- 
ported by  vouchers.     The  balance  on  hand,  as  stated,  was  com- 
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pared  with  your  bank  checking  account  and  found  to  be  correct. 
The  item  of  -$20.00  appearing  in  your  receipts  as  "Balance  on  Air 
Brake  Exchange"  was  entered  in  the  wrong  account.  This  item 
should  appear  in  your  investment  account.  We  would  suggest 
that  a  voucher  be  drawn  on  your  checking  account  for  that  amount 
and  deposited  to  the  credit  of  your  investment  account. 

The  investment  securities  owned  by  your  Society  and  listed  on 
Exhibit  No.  2,  were  examined  by  our  accountant  in  the  presence  of 
your  Treasurer  in  the  safe  deposit  vaults  of  the  Commonwealth 
Trust  Company  of  this  City  and  found  to  be  as  stated.  During  the 
past  year  40  shares  of  stock  in  the  Union  Switch  and  Signal  Com- 
pany were  exchanged  for  34  shares  of  Westinghouse  Air  Brake 
Company  stock,  your  Society  receiving  Twenty  ($20.00)  Dollars  in 
cash  in  addition. 

The  dividends  and  interest  received  from  these  securities  have 
also  been  set  up  in  Exhibit  No.  2,  together  with  the  interest  allowed 
by  the  bank  on  your  cash  balance.  All  these  receipts  have  been 
traced  by  us  to  your  bank  "Savings  Account",  and  the  balance 
on  hand,  as  stated,  compared  with  your  bank  balance  and  found 
correct. 

A  list  of  your  investments  also  appears  on  Exhibit  No.  2,  and 
the  market  value  of  the  Pennsylvania  R.  R.  stock  together  with  that 
of  the  Westinghouse  Air  Brake  set  up  as  it  was  at  the  close  of  busi- 
ness, May  19th,  1917.  We  were  unable  to  secure  the  market  value 
of  the  Ci-esson  Borough  School  Bonds  so  have  entered  them  up  at 
the  same  value  as  you  carried  them  last  year. 

Wliile  the  books  of  your  Treasurer  have  been  neatly  and  ac- 
curately kept,  we  feel  that  a  great  improvement  could  be  made  by 
the  adoption  of  a  Cash  Book  suitably  ruled  to  meet  your  recjuire- 
ments.  This  would  impose  no  extra  work  on  your  Treasurer  and 
would  give  you,  at  any  time,  an  accurate  knowledge  of  tlie  different 
sources  from  which  your  income  was  derived  and  at  the  same  time 
would  make  a  proper  distributiou  of  your  expenses. 

Respectfully  submitted, 

THE    AUDIT    COMPANY    OF    PITTSBURGH. 

W.  B.  Scott.  President. 
Accountant  in  Charge : 
J.  E.  Whittaker. 


MINUTES. 


343 


EXHIBIT    NO.    1. 
AMERICAN    LARYNGOLOGICAL,    RHINOLOGICAL    &    OTOLOGICAL 
SOCIETY     STATEMENT    OF    RECEIPTS    AND    DISBURSE- 
MENTS    MAY     6     1916     TO     MAY     19,     1917. 

Balance  May   6    1916 $1,474.99 

Ecceipts. 

Transfers    $         5.0  0 

Dr.  E.  W.  Day 200.00 

Do 296.00 

Dues  received  year   1914-15 90.00 

Dues  received  year   1915-16 390.00 

Dues  received   year   1916-17 ^.    2,760.00 

Initiation   fees 100.00 

Balance  received  on  Air  Brake  exchange 20.00        3,861.00 


Vol. 
1 
2 
3 

4 

b 

6 

7 

8 

9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 


$5,335.99 

DiKbur.irninif.i. 
No. 

Dr.   R.   C.   Lynch .|        50.00 

Andrew  E.  Loucks 6.50 

Cash  for  meeting  at  Greenbrier  Hill 200.00 

Loy  McAfee — Reporting   meeting 207.30 

Entertainment  of  ladies 110.30 

Stamps    5.00 

Programmes  and  envelopes 86.50 

Lional  Topaz  Red  Book 3.00 

Wm.   Chamberlin — Section   meeting 25.00 

Andrew   E.    Loucks — Letter   heads,   etc 43.68 

Do. — Envelopes,  etc 27.25 

Premium   of  treasurer's  bond 3  7.50 

Dr.  E.  W.  Day— Stamps 10.00 

Andrew  E.  Loucks — Enveiopes 3.75 

Safe  deposit  box : 5.00 

Dr.    E.   W.    Day 296.00 

Dr.  T.  J.  Harris — Services 25.00 

Murdock,  Kerr  Co. — Slips  and  blanks 6.75 

Dr.    Jas.    Patterson — Expenses   Western   Sec- 
tion     50.00 

Andrew     E.     Loucks — Letters     and     postage 

23rd  meeting. 25.50 

Dr.    Carmody — Expenses   section    meeting.  .  .  25.00 

M.  0.   McGarvey — Filing  and  typewriting.  .  .  10.00 
Andrew    E.    Loucks — Proposals,    papers    and 

envelopes    30.78 

T.    J.     Harris — Roses,     ?15.00;     typewriting, 

$10.95 25.95 

Andrew  E.   Loucks — Printing 23.00 

Dr.  E.  W.  Day — Stamps 10.00 

Mercury  Pub.  Co. — Transaction  plates 1,066.81 

Postage,  wrappers,  etc 84.33 

100     maps 1.50 

Expenses  of  Secretary,   1916-17 250.00 

John     P.     Gulp — Expenses     Eastern     Section 

meeting    25.00 

Richmond      McKinney — Expenses      Southern 

meeting     ■ 25.00 

G.  L.   Richards — Publication  Committee.  .  .  .  53.57 

Andrew  E.  Loucks — Letters,  envelopes,  etc.  .  20.00 
Dr.  John  E.  Brown — Expenses  meeting,  Feb. 

26    49.80 

Andrew  E.   Loucks — Printing 7.25 

2,932.02 

Balance  on  hand  in  checking  account $2,403.97 
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EXHIBIT    NO.     2. 


STATEMENT    OF    INVESTMENT    ACCOUNTS    AT    THE  CLOSE    OP 

BUSINESS   MAY    17,    1917. 

Investmenln. 

Par  Market 

Value  Value 

100   shares  Penna.   R.   R.   stock $    5,000.00  $    5,262.50 

34  shares  Westinghouse  Air  Brake  stock 1,700.00  3,893.00 

S  bonds  Cresson  Borough  School  Bonds  ($500)      4,000.00  4,037.35 


$10,700.00      $13,192.85 

Cash   deposited  with  People's  National   Bank,  Pittsburgh,   Pa.,   in 
Savings  Account,  pass  book  No.  F127,  as  follows:  — 

April  26,  1916.      Balance    $1,004.42 

May    3,     1916.  1  %  7o    dividend   P.   R.    R.   stock ..  .$75.00 

July  10,   1916.  214%    Int.  Cresson  School  bonds..    90.00 

July  17,   1916.  iy2%    dividend  Union  S.  &  S.  Co .  .    60.00 

Sept.    5,    1916.  1V2%    dividend    P.    R.    R.   stock...    75.00 

Oct.    14,   1916.  11/2%    dividend  Union  S.  &  S.  Co..    60.00 

Dec.     1,    1916.  Interest  on  savings 25.01 

Dec.    -1,     1916.  1%%    dividend    P.    R.    R.   stock...    75.00 

June    1,    1915.  Interest  on  savings 17.78 

Dec.   20,   1916.  2%%    Int.  Cresson  School  bonds..    90.00 

Jan.   20,   1917.  11/2%    dividend  Union  S.  &  S.  Co..    60.00 

April    7,    1917.  1^/2%    dividend   P.    R.    R.   stock...    75.00 

April  23,  1917.  1%%    dividend    Westinghouse    Air 

Brake    59.50 

■ 762.29 


Balance    as     stated    in    Savings    Account 

pass   book $1,766.71 

Moved  and  seconded  that  the  report  of  the  Treasurer  be  re- 
ceived and  adopted.     Carried. 

Report  of  the  Librarian: 

The  question  of  the  disposition  of  the  Library  of  the  Society- 
was  presented  by  the  President  who  stated  that  the  virtual  retire- 
ment from  practice  of  Dr.  H.  Holbrook  Curtis,  wlio,  as  Chairman 
of  the  Library  Committee  and  Librarian,  liad  collected  and 
housed  the  Library,  made  it  necessary  to  arrange  for  other  dis- 
position of  the  collection  of  reprints  and  other  pamphlets.  The 
Council  had  communicated  with  the  New  York  Academy  of 
Medicine,  with  the  result  that  that  institution  had  expressed  a 
willingness  to  take  over  the  Library  of  the  Society,  and  to  give 
it  a  special  place,  duly  catalogued  in  the  Library  of  the  Academy. 

On  motion,  the  offer  of  the  New  York  Academy  of  Medicine 
to  take  charge  of  the  Library  of  the  Society  was  accepted. 

On  motion,  a  vote  of  thanks  was  tendered  Dr.  Curtis  for  his 
untiring  efforts  in  connection  with  the  Library  Committee. 


MINUTES.  345 

Report  of  the  Committee  on  Nominations : 

President — Dr.  George  L.  Richards,  Fall  River,  ]\Iass. 

Vice-Presidents — Eastern  Section,  Dr.  D.  Crosby  Greene,  Jr., 
Boston,  Mass.  Middle  Section,  Dr.  D.  W.  Layman,  Indianapolis, 
Ind.  Southern  Section,  Dr.  Thomas  W.  Moore,  Huntington,  W.  Va. 
Mid-Western  Section,  Dr.  Frank  R.  Spencer,  Boulder,  Colo.  West- 
ern Section,  Dr.  H.  B.  Graham,  San  Francisco,  Cal. 

Secretary — Dr.  William  Henry  Haskiu,  New  York  City. 

Treasurer — Dr.  Ewing  W.  Day,  Pittsburgh,  Pa. 

I\Iembers  of  Council — Dr.  T.  J.  Harris,  New  York  City.  Dr. 
Francis  P.  Emerson,  Boston,  Mass.,  Dr.  L.  W.  Dean,  Iowa  City,  la. 

Publication  Committee — Dr.  0.  H.  Jackson,  Fall  River,  Mass., 
Dr.  E.  il.  Holmes,  Boston,  Mass.,  Dr.  Arthur  I.  Weil,  New  Orleans, 
La. 

It  was  moved  and  seconded  that  the  report  be  received  and  adoi)t- 
ed.     Carried. 


GEO.  HUDSON-MAKUEN. 

George  Hudson-Makuen  was  born  in  Goshen,  N.  Y.,  July  16, 
1855,  and  died  in  the  same  city  February  21,  1917.  The  founda- 
tion for  his  life  work  was  well  laid,  Yale  University  (1884)  being 
his  Alma  Mater  in  arts,  and  Jefferson  I\Iedical  College  (1889)  in 
medicine.  After  several  years  in  general  medicine  in  Philadelphia 
he  entered  upon  the  specialt.y  of  laryngology  and  otology,  and 
soon  attained  a  prominent  po.sition  in  this  department  of  medicine. 

For  more  than  twenty  years  it  was  our  privilege  to  know  him 
with  increasing  intimacy,  and  the  sincerity  of  his  friendshij) 
served  to  bind  us  more  closel.y  to  him  with  each  succeeding  year. 
We  leave  it  to  others  to  tell  the  story  of  his  professional  achieve- 
ments, of  the  distinguished  and  in  many  ways  iinique  position 
that  he  held  in  the  Causes  and  Treatment  of  Defects  of  Speech, 
in  which  it  can  with  truth  be  said  that  he  stood  alone.  We  desire 
only  to  emphasize  those  personal  qualities  which  came  out  as 
we  were  thrown  with  him  in  the  affairs  of  this  Society. 

He  became  a  member  at  its  organization  in  1896.  He  was 
Vice-President  and  Chairman  of  the  Eastern  Section  in  1900, 
President  from  1912-13,  member  of  its  Council  for  four  years. 
In  all  these  relations  he  discharged  his  duties  with  faithfulness 


g^g  MINUTES. 

and  ability.  His  was  a  gentle  nature.  Tenacious  of  his  views, 
he  always  advanced  them  with  courtesy  and  with  unfailing  con- 
sideration of  others.  We  never  heard  him  say  an  unkind  thing 
of  anyone  nor  knew  him  willingly  to  wound  another's  feelings. 
As  an  after-dinner  speaker  he  was  especially  gifted  and  never 
was  at  a  loss  for  a  story  to  enliven  what  he  was  sajang.  Many 
of  us  here  recall  with  lasting  pleasure  the  cordial  hospitality 
whieli  we  experienced  at  the  hands  of  his  lifelong  companion 
and  himself  when  we  visited  them  in  their  Chester  home  at  the 
time  that  he  was  President  of  the  Society. 

To  her  in  her  great  sorrow  we  extend  our  deep  sympathy.  As 
for  our  friend,  our  faith  is  such  that  we  can  say  of  him,  as  the 
poet  did  of  his  friend,  Arthur  Hallara,  "I  count  it  truth  with  him 
who  sings  to  one  clear  harp  of  divers  tones  that  men  may  rise  on 
stepping-stones  of  their  dead  selves  to  higher  things." 


DAVID  BRADEN  KYLE. 


It  is  with  deep  regret  and  real  sorrow  that  we  record  the 
iintimely  death,  on  October  23,  1916,  of  our  dear  friend  and  col- 
league, David  Braden  Kyle,  of  Philadelphia,  an  event  deeply 
deplored  not  only  by  the  Fellows  of  this  Society,  but  by  his  hosts 
of  friends  and  admirers. 

Dr.  Kyle  was  born  in  Cadiz,  0.,  in  1863.  He  received  his  educa- 
tion in  the  public  schools  and  iluskingum  College,  and  was 
graduated  from  the  Jefferson  Medical  College  of  Philadelpliia  in 
1891.  During  his  collegiate  course  Dr.  Kyle  developed  special 
aptitude  for  bacteriology  and  pathology,  and  in  these  two  branches 
he  probably  excelled  among  American  laryngologists,  as  is  shown 
by  his  writings  and  his  Text  Book  of  Diseases  of  the  Nose  and 
Throat,  now  in  its  fifth  edition.  In  recognition  of  his  attainments 
in  pathology,  he  was  selected  to  teach  this  branch  in  the  Jefferson 
]\Iedical  College  during  an  interim  year.  Following  this,  he  was 
elected  to  the  Chair  of  Laryngology  at  Jefferson,  which  position 
he  held  at  the  time  of  his  death. 

Dr.  Kyle  possessed  a  remarkably  persuasive  and  pleasing  per- 
sonality, which  served  him  well  in  his  earlier  life  as  a  teacher  in 
the  public  schools  of  his  native  town,  and  this  work,  incidentally, 
laid  the  foundation  for  his  future  successful  and  distinguished 
career  as  a  teacher,  invention  and  development  of  instruments  and 
appliances  for  use  in  his  specialty. 


MINUTES.  g^rj 

Dr.  Kj'le  was  accorded  the  unusual  honor  of  being  twice  elected 
to  the  presidency  of  the  American  Laryngological  Society.  He 
al.so  served  a  term  as  president  of  this  Society. 

Dr.  Kyle  was  able  to  impart  much  of  his  own  enthusiasm  for 
his  chosen  work  to  the  hundreds  of  students  whom  he  taught,  and 
to  this  large  body  of  professional  men  his  death  has  come  as  a 
great  shock  and  a  personal  loss. 

Those  of  us  who  have  known  Dr.  and  ^lus.  Kyle  and  appreciated 
the  rare  comradeship  and  real  devotion  that  have  always  been 
such  a  notable  feature  in  their  life  must  extend  to  her  our  heartfelt 
.sympathy  in  her  irreparable  loss. 


AMOS    K.    SOLENBERGER. 

Dr.  Solenberger  became  a  member  of  the  Society  in  1901  and 
served  as  Vice-President  and  Chairman  of  the  Western  Section  in 
1910.  He  occupied  an  enviable  position  in  the  city  of  his  adoption 
where  his  untimely  departure  is  greatly  deplored. 


HOBART    S.   DYE. 


Dr.  Dye  became  a  member  of  the  Society  in  1902.  He  was 
regular  in  his  attendance  at  the  meetings  of  the  Society.  Dis- 
tinguished in  appearance,  kindly  in  manner,  faithful  in  his  pro- 
fession, he  stood  for  all  that  characterizes  the  true  gentleman. 
All  who  knew  him  will  deplore  his  departure  from  our  midst. 

S.   ]\IacCuEN   SlIITH, 

Arthur  B.  Duel, 
Thomas   J.    Harris. 


Report  op  the  Committee  Represextixg  The  American  Otologi- 
CAL  Society,  The  Americ.vn  Laryngologic-\l  Assocl\tion,  and 
The  American  L-Uiyxgological,  Rhinological  and  Otological 
Society  to  The  Council  of  National  Defense. 

Ha^'ing  been  asked  by  the  Council  of  National  Defense  to 
suggest  in  which  way  the  nose,  throat  and  ear  specialists  of  the 
societies  mentioned  can  be  of  use  to  the  Army  and  Navy  Medical 
Corps,  we  feel  that  we  can  suggest  the  following: 
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We  recommend  that  all  members  of  the  American  Otological 
Society,  the  American  Laryugologieal  Association,  and  the 
American  Laryngological,  Rhinologieal  and  Otological  Society  be 
requested  to  become  members  of  the  iledical  Keserve  Corps  of 
the  Army  and  Navy,  or  of  the  Officers  Reserve. 

In  the  iirst  place,  the  members  of  these  societies  could  examine 
re'cruits  for  the  aviation  service,  in  testing  tiie  condition  of  their 
lab3a'inths. 

In  the  second  place,  we  could  be  of  service  in  examining  the 
upper  air  tract  of  recruits,  especially  in  cases  of  hoarseness  or 
other  suspicious  conditions  which  might  evidence  the  possibility 
of  tuberculosis. 

In  the  third  place,  we  could  be  of  service  in  examining  all 
recruits  in  whom  there  was  a  suspicion  of  impairment  of  hearing, 
or  in  which  there  was  any  evidence  or  suspicion  of  the  infection 
of  the  middle  ear,  either  acute  or  chronic.  We  recognize  the 
importance  of  excluding  chronic  suppurative  ears,  from  the 
experience  of  the  British  Army. 

We  could  be  of  service  in  the  organization  of  a  base  hospital 
for  the  treatment  of  cases  of  injuries  and  diseases  of  the  eye, 
ear,  nose  and  throat  at  the  base  of  military  operations  or  else- 
where. 

The  younger  man  or  junior  is  the  physician  under  thirty-five 
.years  of  age,  and  the  consultant  or  senior  is  the  jjliysician  over 
thirty-five  j^ears  of  age. 

It  is  advised  that  the  yoimger  men  be  utilized  for  active  service 
in  the  base  or  other  hospitals,  and  that  the  older  men  be  utilized 
as  consultants  for  one  or  more  base  hospitals,  or  a  group  of 
neighboring  hospitals. 

It  is  advised  that  a  list  of  the  Naval  and  Base  Hospitals,  and 
Naval  Training  Stations  be  obtained,  and  a  list  made  of  the 
consulting  specialists.  This  list  to  be  placed  in  the  hands  of  the 
Army  and  Navy  officials  in  order  that  in  case  of  need  the  required 
specialists  may  be  assigned  to  the  various  hospitals.  The  names 
of  these  specialists  are  to  be  chosen  by  a  committee  from  the  three 
special  societies  represented  by  this  committee. 

We  should  like  to  call  attention  to  the  necessity  of  testing 
the  hearing  of  men  in  military  service  in  order  to  ascertain  the 
type  of  impairment  of  hearing  that  will  exclude  men  from  certain 
forms  of  sen'ice,  yet  permit  them  to  engage  in  other  forms;  and 
to  formulate  and  publish  these  tests  for  the  use  of  the  consulting 
militarj'  throat  and  ear  specialists  of  the  country. 


MINUTES.  349 

We  recoinmend  that  meu  furlouglied  from  the  front,  having  affec- 
tions of  the  nose,  throat  and  ear,  be  referred  to  some  distinct  hos- 
pital and  some  designated  physician  in  connection  with  that 
hospital,  in  order  that  the  physician  may  keep  in  touch  with  the 
soldier  or  sailor  until  he  is  sent  back  to  the  line  of  service. 

CHARLES    W.    RICHARDSON, 

Bepresenting  the 

American  Otological  Society. 
BURT   R.  SHURLEY, 
Representing  the 

American  Laryngological  Association. 
HARRIS   P.    MOSHER, 
Representing  the 

American    Laryngological,    Rhinologi- 
cal  and  Otological  Society. 

It  was  moved  and  seconded  that  the  report  of  the  Committee  of 
National  Defense  be  accepted  and  placed  on  file.    Carried. 

It  was  moved  and  seconded  that  the  Committee  be  continued. 
Carried. 

The  following  motion,  proposed  by  Dr.  Ewiug  W.  Day,  was  sec- 
onded and  carried: 

That  the  Committee  of  National  Defense  be  empowered  to  con- 
sult with  the  Surgeon  General  of  the  Army  and  Navy;  that  it  be 
suggested  that  iledical  Officers  of  the  Reser\-e  Corps  be  employed, 
as  far  as  po.ssible,  in  line  with  their  respective  specialties :  that  it  be 
suggested  that  one  or  more  base  hospitals  for  diseases  of  the  ear, 
nose  and  throat  be  established ;  that  the  Committee  .be  empowered 
to  take  up  any  questions  which  may  arise  in  connection  therewith. 

It  was  moved  and  seconded  that  the  Committee  of  National  De- 
fense be  instructed  to  go  before  the  Sections  of  Oto-Laryngology 
and  Ophthalmology'  of  the  American  Medical  Association  at  its  An- 
nual fleeting  in  New  York  City.    Carried. 

The  following  recommendation  of  the  Council,  arising  out  of  the 
crisis  of  the  war,  was  presented  by  Dr.  Day : 

That,  in  %'iew  of  what  may  be  expected  for  the  next  two  or  three 
years,  it  is  thought  best  to  suspend  dues  for  all  members  actively 
in  service;  also  to  cut  off  all  unneces.sary  expenses,  including  the 
Section  meetings  and  numerous  other  incidentals;  and  that  mem- 
bers who  go  into  service  shall  notify  the  Treasurer's  office. 
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Moved  that  the  recommendation  of  the  Coimcil  with  reference  to 
the  suspension  of  the  section  meetings  be  accepted. 

Proposed  amendment  to  the  motion:  That  it  be  left  to  the  in- 
coming administration  to  determine  whether  or  not  section  meet- 
ings are  advisable. 

Further  amendment :  Tliat  all  details,  with  reference  to  section 
meetings  and  other  business,  be  left  to  the  in-coming  administration. 

Question:  That  the  in-coming  Council  shall  have  full  power 
with  reference  to  section  meetings  and  all  business  matters  for  the 
coming  year.    Seconded.    Carried. 

The  President  announced  that  through  the  splendid  efforts  of 
Dr.  Emil  Mayer,  of  New  York  City,  in  behalf  of  the  widow  of  Dr. 
Jules  Broeekaert,  the  Belgian  otologist,  several  thousand  dollars 
had  been  raised  for  her,  thus,  with  what  had  been  done  in  Eng- 
land, placing  her  beyond  want. 

The  question  of  the  publication,  by  the  American  Medical 
Association,  of  a  journal  devoted  to  Oto-Laryngology,  was  pre- 
sented by  Dr.  E.  Fletcher  Ingals. 

On  motion,  the  communication  presented  by  Dr.  Ingals  was 
referred  to  the  Council. 

Adjourned. 

Executive  Session,  Friday  Afternoon. 

Election  of  OfiScers : 

On  motion,  the  Secretary  was  instructed  to  cast  the  ballot  of 
the  Society  for  the  list  of  officers  as  presented  by  the  Committee 
on  Nominations. 
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Abraham,  Jos.  H 130  West  58th  St.,  NeAV  York 

Abbott,  Will.  J 210  Lennox  Bldg.,  Cleveland,  Ohio 

Alexander,  Lawrence  Dade 130  West  59th  St.,  New  York 

Allen,  John  H 711  Congress  St.,  Portland,  Me. 

Allport,  Frank 72  E.  Madison  St.,  Chicago,  111. 

Ard,  F.  C 60-1  Park  Ave.,  Plainfield,  N.  J. 

Arrowsmitli,  Hubert 170  Clinton  St.,  Brooklj-n,  N.  Y. 

Atkinson,  Wm.  J Ill  North  Main  St.,  Paterson,  N.  J. 

Babbitt,  Jas.  A 1901  Chestnut  St.,  Philadelphia,  Pa. 

Bane,  Wm.  C iMetropolitan  Bldg.,  Denver,  Colo. 

Barndollar,  Wm.  P We.stinghouse  Bldg.,  Pittsburgh,  Pa. 

Barnhill,  John  F Pennway  Bldg.,  Indianapolis,  Ind. 

Barnes,  Harry  A 213  Beacon  St.,  Boston,  i\Iass. 

Beck,  Joseph  C 2551  N.  Clark  St.,  Chicago,  111.  , 

Berens,  T.  Passmore 2041  Chestnut  St.,. Philadelphia,  Pa. 

Bird,  Urban  Sinclair Tampa,  Fla. 

Birkett,  H.  S 252  Mountain  St.,  Montreal,  Can. 

Blaekwell,  Hugh  B 1^8  W.  58th  St.,  New  York 

Blake,  Clarence  John 226  Marlboro  St.,  Boston,  Mass. 

Borden,  Charles  R.  C 484  Beacon  St.,  Boston,  Mass. 

Braislin,  W.  C 425  Clinton  Ave.,  Brooklyn,  N.  Y. 

Braun.  Alfred 616  Madison  Ave.,  New  York 

Briggs,  H.  H 73  Haywood  St.,  Asheville,  N.  C. 

Brown,  Clayton  M 158  North  Pearl  St.,  Buffalo,  N.  Y. 

Brown,  H.  Beattie 53  West  52nd  St.,  N.  Y.  City 

Brown,  John  E 239  E.  Town  St.,  Columbus,  Ohio 

Brown,  John  jMackenzie,  1002  Broekman  Bldg.,  Los  Angeles,  Cal. 

Brown,  J.  Price Cranbrook  Lodge  Wycombe,  Ont.,  Can. 

Brunun,  Seth  A 4813  Baltimore  Ave.,  Philadelphia,  Pa. 

Bryant,  W.  Sohier 19  W.  54th  St.,  New  York 

Burns,  Louis  J 1906  Chestnut  St.,  Philadelphia,  Pa. 

Butler,  Ralph 1926  Chestnut  St.,  Philadelphia,  Pa. 

Campbell,  Don  M 801  Peter  Smith  Bldg.,  Detroit,  Mich. 

Campbell,  Wm.  E 606  Century  Bldg.,  Atlanta,  Ga. 

Canfield,  R.  Bishop Ann  Ai'bor,  Mich. 
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Carniody,  Thos.  E ^letropolitan  Bldg.,  Denver,  Colo. 

Carter,  Win.  Wesley 69  W.  50th  St.,  New  York 

Chamberlin,  Wm.  B 1921  Prospect  Ave.,  Cleveland,  Ohio 

Chambers,  Talbot  R 15  Exchange  PL,  Jersey  City,  N.  J. 

Chappell,  AValter  F 7  E.  55th  St.,  New  York 

Chenery.  Wm.  E 222  Etuntington  Ave.,  Boston,  Mass. 

Chisholm,  W.  Alexander 68  W.  55th  St.,  New  York 

Cline,  L.  C 224  North  ^leridian  St.,  Indianapolis,  Ind. 

Coates,  Geo.  JM 1736  Pine  St.,  Philadelphia,  Pa. 

Cobb,  Frederick  C 11  ^larlboro  St.,  Boston,  Mass. 

Cocks,  Gerhard  H 137  E.  54th  St.,  New  York 

Coffin,  Lewis  A 616  Madison  Ave.,  New  York 

Cogge.shall,  Henry 40  E.  58th  St..  New  York 

Cohen,  Lee 1820  Eutaw  Place,  Baltimore,  Md. 

Cohen,  J.  Solis 2113  Chestnut  St.,  Philadelphia,  Pa. 

Collins,  Burnett 645  St.  Marks  Ave.,  Brooklyn,  N.  Y. 

Connor,  Eay 503  Washington  Arcade,  Detroit,  Mich. 

Corwin,  Theodore 20  Central  Ave.,  Newark,  N.  J. 

Coolidge,  Algernon 613  Beacon  St.,  Boston,  Mass. 

Cooper,  Claude  E ^Metropolitan  Bldg.,  Denver,  Colo. 

Cott,  Geo.  F 1195  Main  St.,  Buffalo,  N.  Y. 

Cox,  Chas.  N. . : 257  Jefferson  Ave.,  Brooklyn,  N.  Y. 

Craig,  Robert  H 510  Sherbrooke  St.,  W.,  :\Iontreal,  Can. 

Crockett,  Eugene  A 298  Marlboro  St.,  Boston,  Mass. 

Culbert,  Wm.  Ledlie 16  E.  54th  St.,  New  York 

Culp,  John  F 410  No.  Third  St.,  Harrisburg,  Pa. 

Curtis,  H.  Holbrook 853  Seventh  Ave.,  New  York 

Cutler,  Franklin  E 936  Rose  Bldg.,  Cleveland,  Ohio 

Davis,  George  E 50  W.  37th  St.,  New  York 

Day,  Ewing  W Westinghouse  Bldg.,  Pittsburgh,  Pa. 

Daly,  Walter  S Ogdensburg,  N.  Y. 

Dean,  Lee  Wallace Iowa  City,  Iowa 

Deraarest,  Frederick  F.  C 29  Academy  St.,  Passaic,  N.  J. 

Dench,  Edward  B 15  E.  53rd  St.,  New  York 

Downey,  Jesse  W.,  Jr 529  N.  Charles  St.,  Baltimore,  Md. 

Dudley,  Wm.  H 512  Brockman  Bldg.,  Los  Angeles,  Cal, 

Duel,  Arthur  B 27  E.  57th  St.,  New  York 

Dunn,  John 411  East  Franklin  St.,  Richmond,  Va. 

Durkee,  John  W 142  Clinton  St..  Brooklyn,  N.  Y. 

D^v^'er,  James  Garfield 40  E.  41st  St.,  New  York 

Eaglcton,  Wells  P 15  Lombardy  St.,  Newark,  N.  J. 

Edgar,  Thomas  0 Dixon  National  Bank  Bldg.,  Dixon,  III. 
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Ellegood,  Joshua  A 9th  and  Market  Sts.,  Wilmington,  Del. 

Ellis,  H.  Bert 245  Bradbury  Bldg.,  Los  Angeles,  Cal. 

Emerson,  Francis  P 520  Commonwealth  Ave.,  Boston,  Mass. 

Emerson,  Linn Metropolitan  Bldg.,  Orange,  N.  J. 

Eves,  Curtis  C 1700  Walnut  St.,  Philadeljihia,  Pa. 

Fairbairn,  John  F 131  Allen  St.,  Buffalo,  N.  Y. 

Farrell,  Thomas  H 236  Gene.ssee  St.,  Utica,  N.  Y. 

Fetterolf,  George 134  South  20th  St.,  Philadelphia,  Pa. 

Fisher,  Mark  0 Parkersburg,  W.  Va. 

Fisher,  Stanwood  E 190  State  St.,  Portland,  Me. 

Fitzpatriek,  T.  V 26  Garfield  Place,  Cincinnati,  Ohio 

Fleming,  Ernest  W.  .Trust  &  Savings  Bldgs.,  6th  and  Spring  Sts., 

Los  Angeles,  CaL 

Forbes,  Henry  Hall 40th  E.  41st  St.,  New  Yorlc 

Forsyth,  Edgar  A Metropolitan  Bldg.,  Buffalo,  N.  Y. 

Foster,  John  M 11  Stedraan  Bldg.,  Denver,  Colo. 

Fowler,  Edmond  P 616  Madison  Ave.,  New  York 

Frank,  Ira 104  So.  j\Iichigan  Ave.,  Chicago,  111. 

Freudenthal,  Wolf 59  East  75th  St.,  New  York 

Friedberg,  Stanton  A 104  So.  ^Michigan  Ave.,  Chicago,  111. 

Friedenwald,  Harry 1029  Madison  Ave.,  Baltimore,  Md 

Friesner,  Isidore 814  Lexington  Ave.,  New  York 

Gallaher,  Thomas  J California  Bldg.,  Denver,  Colo. 

Gile,  Ben  Clark 1906  Chestnut  St.,  Philadelphia,  Pa. 

Goldsmith,  Perry  G 84  Carlton  St.,  Toronto,  Can. 

Goldstein,  Max  A 3858  Westminster  Place,  St.  Louis,  Mo. 

Graef,  Charles 1125  Boston  Road,  New  York 

Graham,  Harrington  Bidwell,  240  Stockton  St.,  San  Francisco,  Cal. 

Grayson,  Charles  P 262  South  15th  St.,  Philadelphia,  Pa. 

Greene,  D.  C,  Jr 483  Beacon  St.,  Boston,  Mass, 

Greene,  Jo.s.  Berry IMedicine  Bldg.,  Asheville,  N.  C. 

Guggenheim,  Louis  K 1006  Carleton  Bldg.,  St.  Louis,  Mo. 

Guntzer,  J.  H 40  East  41st  St.,  New  York 

Griffin,  E.  Harrison 55  West  47th  St.,  New  York 

Halsted,  Thomas  H 831  University  Block,  Syracuse,  N.  Y. 

Harris,  Thomas  J 104  East  40th  St.,  New  York 

Hartz,  Henry  J 619  Whitney  Bldg.,  Detroit,  Mich. 

Haskin,  Wm.  II West  Point,  N.  Y. 

Hastings,  Hill Trust  &  Savings  Bldgs.,  6th  and  Spring  Sts.. 

Los  Angeles,  Cal. 

Hays,  Harold '. 11  W.  81,st  St.,  New  York 

Hedges,   Halstead   S Charlottesville,  "Va. 
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Held,  R.  Johnson 616  Madison  Ave.,  New  York 

Hinkel,  F.  W 581  Delaware  Ave.,  Buffalo,  N.  Y. 

Holmes.  Christian  R 8  East  8th  St.,  Cincinnati,  Ohio 

Holmes,  Edgar  M 531  Beacon  St.,  Boston,  Mass. 

Hopkins,  P.  E 25  Harrison  Ave.,  Springfield,  Mass. 

Horn,  Henry 209  Post  St.,  San  Francisco.  Cal. 

Horn,  John 72  East  92nd  St.,  New  York 

Howell,  Hampton  V 616  Madison  Ave.,  New  York 

Hubbard,  E.  V 17  East  38th  St.,  New  York 

Hubbard,  Thomas 515  Nicholas  Bldg.,  Toledo,  Ohio 

Hubby,  Lester  Mead 27  West  68th  St.,  New  York 

Hurd,  Lee  M 15  East  48th  St.,  New  York 

Hyatt,  Frank The  Rochambeau,  815  Connecticut  Ave., 

AVasliingtou,  D.  C. 

Iglauer,  Samuel 7tli  and  Race  Sts.,  Cincinnati,  Ohio 

Tmperatori,  Charles  J 17  East  38th  St.,  New  York 

Ingals,  E.  Fletcher 104  South  Michigan  Ave.,  Chicago,  HI. 

Inger-soU,  John  M 1021  Prospect  Ave.,  Cleveland,  Ohio 

Jack,  F.  L 215  Beacon  St.,  Boston,  :\rass. 

Jackson,  Chevalier Walnut  and  17th  St.,  Philadelphia,  Pa. 

Jackson,  Oliver  H 34  North  ]Main  St.,  Fall  River,  Ma.ss. 

Jervey,  J.  W Greenville,  S.  C. 

Joachim,  Otto » 501  ]\Iacheca  Bldg.,  New  Orleans,  La. 

Johnson,  Walter  B 170  Broadway,  Paterson,  N.  J. 

Johnston,  Richard  Hall 807  N.  Charles  St.,  Baltimore,  Md. 

Jones,  Clarence  Porter 3117  West  Ave.,  Newport  News,  Va. 

Keiper,  George  F Lafayette,  Ind. 

Kenefick,  Jos.  A 103  East  55th  St.,  New  York 

Kenuon,  Beverley  R 64  Granby  St.,  Norfolk,  Va. 

Kerrison,  Philip  D 58  West  56th  St.,  New  York 

Kirkendall,  J.   S Ithaca,  N.  Y. 

Kittredge,  Frank  E IMasonic  Temple,  Na.shua,  N.  H. 

Knowles,  W.  P 220  Clarendon  St.,  Boston,  Mass. 

Kopetzky,  Samuel  J 616  Madison  Ave.,  New  York 

Kuyk,  D.  A 114  North  5th  St.,  Richmond,  Va. 

Kyle,  John  J Title  Insurance  Bldg.,  Los  Angeles,  Cal. 

Large,  Secord  H 536  Rose  Building,  Cleveland,  Ohio 

Lasalle,  J.  J 226  Michigan  St.,  Toledo,  Ohio 

Layman,  Daniel  W 608  Hume-Mansur  Bldg.,  Indianapolis,  Ind. 

Lederman,  M.D 58  East  75th  St.,  New  York 

Leland,  George  A 354  Commonwealth  Ave,,  Boston,  Mass. 

Lester,  John  C 432  Madison  Ave.,  New  York 
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Levy,  Robert. .  .  .• ]\Ietropolitau  Building,  Denver,  Colo. 

Lewis,  Eugene  R 1130  ilain  St.,  Dubuque,  Iowa 

Lewis,  Fielding  0 -261  So.  17th  St.,  Philadelphia,  Pa. 

Lewis,  Robert 48  West  40th  St.,  New  York 

Lincoln,  Wm.  R Lenox  Bldg.,  Cleveland,  Ohio 

Linhart,  C.  P 106  East  Broad  St.,  Columbus,  Ohio 

Lockard,  Lorenzo  B ^Metropolitan  Bldg.,  Denver,  Colo. 

Loeb,  H.  W 537  North  Grand  Ave.,  St.  Louis,  ]Mo. 

Logan,  Jas.  E V2QS  Wyandotte  St.,  Kansas  City,  Mo. 

Loughrau,  Robt.  Livingston 46  West  52ud  St.,  N.  Y. 

Lowman,  John  B 142  Park  Place,  Johnstown,  Pa. 

Lutz,  Stephen  H 284  Hancock  St.,  Brooklyn,  N.  Y. 

Lyuah,  Henry  Lowndes 127  W.  58th  St.,  New  York 

Lynch,  Robert  Clyde,  634  Maison  Blanche  Bldg.,  New  Orleans,  La. 

MacKenty,  John  Edmund 43  West  54tli  St.,  New  York 

MacKenzie,  George  W 1831  Chestnut  St.,  Philadelphia,  Pa. 

MaePherson,  D 616  Madison  Ave.,  New  York 

Malcolm,  Percy  E.  D 410  Park  Ave.,  New  York 

Martinez,  Emilio 56  Neptune  St.,  Havana,  Cuba 

Marquis,  George  Paull 30  N.  ^Michigan  Ave.,  Chicago,  111. 

Mason,  Wm.  Beverly 1738  M  St.,  Washington,  D.  C. 

Matthews,  Justus 1021  :\Ietropolitan  Bank  Bldg., 

Minneapolis,  ]Minn. 

Means,  Chas.  S 131  Jlast  State  St.,  Columbus,  Ohio 

Menge,  Frederick 25  East  Washington  St.,  Chicago,  111. 

Mercer,  Wm.  F 400  West  Grace  St.,  Richmond,  Va. 

Jlial,  Leonidas  L 40  East  41st  St.,  New  York 

Jliller,  Clifton  M 217  East  Grace  St.,  Richmond,  Va. 

:\Iiller,  Frank  E 17  West  54th  St.,  New  York 

Miller,  H.  Edward 310  Metropolitan  Bldg.,  St.  Louis,  Mo. 

Milligan,  Robert Westinghouse  Bldg.,  Pittsburgh,  Pa. 

Mooney,  Jas.  J 490  Delaware  Ave.,  Buffalo,  N.  Y. 

Moore,  Thomas  W.,  .l.s,t  National  Bank  Bldg.,  Huntington,  W.  Ya. 

:\roorhead,  Robt.  L 185  Hancock  St.,  Brooklyn,  N.  Y. 

Morgenthau,  George 104  S.  ]\Iichigan  Blvd.,  Chicago,  111. 

Mosher,  Harris  P 828  Beacon  St.,  Boston,  ]Ma.ss. 

JIoss,  Robert  E Hicks  Bldg.,  San  Antonio,  Tex. 

Munger,  Carl  E Waterbury,  Conn. 

ilurphy,  John  W.  ,2700  Union  Central  Life  Bldg.,  Cincinnati,  Ohio 

Murray,  Gilbert  D 516  Spruce  St.,  Scranton,  Pa. 

Myers,  Harry  L Taylor  Bldg.,  151  Granby  St.,  Norfolk,  Va. 

Myles,  Robert  C HE.  48th  St.,  New  York 
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McCaw,  James  P 114  Sterling  St.,  Watertowii,  N.  Y. 

McClelland,  Lefferts  A 78  MeDonough  St.,  Brooklyn,  N.  Y. 

McCoy,  John  J 157  West  73rd  St.,  New  York 

McCready,  Jas.  Homer 816  Empire  Bldg.,  Pittsburgh,  Pa. 

McCullagh,  Samuel 108  W.  58th  St.,  New  York 

McKernon,  Jas.  F 62  West  52nd  St.,  New  York 

McKimmie,  0.  A.  M.. . . .  1330  Mass.  Ave.,  N.  W.  Washington,  D.  C. 

IMcKinney,  Richmond Bank  of  Commerce  and  Trust  Bldg., 

Memphis,  Tenn. 

McLaury,  Frank  H Westport,  Conn. 

McReynolds,  John  0 Trust  Bldg.,  Dallas,  Tex. 

Nardin,  Walter  H Bleckley  Bldg.,  Anderson,  S.  C. 

Oertel,  Theodore  E Augusta,  Ga. 

Oft',  Henry  J 115  South  20th  St.,  Philadelphia,  Pa. 

O'Kelley,  Jas.  P 501  Macheca  Bldg.,  New  Orleans,  La. 

Oppenheimer,  Seymour 45  East  60th  St.,  New  York 

Packard,  Francis  R 304  South  19th  St.,  Philadelphia,  Pa. 

Page,  John  R 127  East  62nd,  St.,  New  York 

Page,  Lafa.yette 224  N.  IMeridian  St.,  Indianapolis,  Ind. 

Park,  J.  Walter 32  North  2nd  St.,  Harrisburg,  Pa. 

Parker,  Edward  P 70  Hassel  St.,  Charleston,  S.  C. 

Patterson,  Jas.  A 214  Burns  Bldg.,  Colo.  Springs,  Colo. 

PhiUips,  Wendell  C 40  West  47th  St.,  New  York 

Pierce,  Norval  H 22  E.  Washington  St.,  Chicago,  III. 

Pischell,  Kaspar 135  Stockton  St.,  San  Fi-ancisco,  Cal. 

Rae,  John  B 247  West  70th  St.,  New  York 

Ray,  J.  M 432  West  Chestnut  St.,  Louisville,  Ky. 

Reik,  Andrew  J.  N 506  Cathedral  St.,  Baltimore,  Md. 

Reik,  Henry  0 506  Cathedral  St.,  Baltimore,  Md. 

Reuner,  W.  Scott 341  Linwood  Ave.,  Buffalo,  N.  Y. 

Richards,  George  L 124  Franklin  St.,  Fall  River,  Mass. 

Richards,  John  D 8  East  54th  St.,  New  York 

Richardson,  Charles  W.,  1317  Connecticut  Ave.,  Washington,  D.  C. 

Roberts,  Walter 33  South  19th  St.,  Philadelphia,  Pa. 

Roberts,  W.  Humes 461  East  Colo.  St.,  Pasadena,  Cal. 

Robinson,  John  A 40  East  41st  St.,  New  York 

Root,  Arthur  G 218  States  St.,  Albany,  N.  Y. 

Rosenheim,  Sylvan 1710  Linden  Ave.,  Baltimore,  Md. 

Ross,  George  T 456  Mackay  St.,  Montreal,  Can. 

Roy,  Dunbar Grand  Opera  House  Block,  Atlanta,  Ga. 

Sandels,  C.  C Westinghouse  Bldg.,  Pittsburgh,  Pa. 

Sauer,  Wm.  E Grand  and  Washington  Aves.,  St.  Louis,  Mo. 
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Scarlett,  Ruf us  B TS  North  Clinton  Ave.,  Trenton,  X.  J. 

Serutou,  William  A 27  E.  57th  St.,  New  York 

Senseuey,  Eugene  T 308  Lister  Bldg.,  St.  Louis,  j\Io. 

Shanibaugh,  Geo.  E People's  Gas  Bldg.,  Chicago,  111. 

Sharp,  J.  Clarence 62  West  46th  St.,  New  York 

Shattuck,  Warren  S 160  Clinton  St.,  Brooklyn,  N.  Y. 

Shorter,  J.  H Macon,   Ga. 

Shurly,  B.  K 32  West  Adams  Ave.,  Detroit,  Mich. 

Simpson,  John  R Westinghouse  Bldg.,  Pittsburgh,  Pa. 

Skilleru,  Ross  Hall 2032  Chestnut  St.,  Phila.,  Pa. 

Sluder,  Greenfield 3542  Washington  Ave.,  St.  Louis,  Mo. 

Smith,  A.  John Yonkers,  New  York 

Smith,  Harmon 44  West  49th  St.,  New  York 

Smith,  Owen 692  Congress  St.,  Portland,  Me. 

Smith,  S.  ilacCuen 1429  Spruce  St.,  Philadelphia,  Pa. 

Smith,  W.  Harvey 173  Portage  Ave.  E.,  Winnipeg,  ilauit. 

Smith,  E.  Terry 75  Pratt  St.,  Hartford,  Conn. 

Smyth,  Herbert  E 376  John  St.,  Bridgeport,  Conn. 

Spencer,  Frank  R Physicians'  Block,  Boulder,  Colo. 

Spen-y,  Fred'k  N 33  College  St.,  New  Haven,  Conn. 

Spratt,  Charles  N Reid,  cor  9th  St.  and  Nicollet  Ave. 

ilinneapolis,   ]\Iiun. 

Steel,  George  E 256  W.  79th  St.,  New  York 

Stein,  Edgar  J 234  North  Duke  St.,  Lancaster,  Pa. 

Stein,  Otto  Jacob 30  North  Michigan  Ave.,  Chicago,  HI. 

Stickle,  Charles  Waldo 86  Pierrepout  St.,  Brooklyn,  N.  Y. 

Stillman,  F.  L 118  East  Broad  St.,  Columbus,  Ohio 

Stout,  George  C 1611  Walnut  St.,  Philadelphia,  Pa. 

Stucky,  J.  A The  McClelland  Bldg.,  Lexington,  K}'. 

Sullivan,  Jno.  Jas.,  Jr 401  Tradei's  Bank  Bldg..  Scranton,  Pa. 

Theisen,  Clement  F 172  Washington  Ave.,  Albany,  N.  Y. 

Thig])en,  C.  A 13  South  Ferry  St.,  Montgomery,  Ala. 

Thigpen,  F.  il 13  South  Ferrj'  St.,  ilontgomery,  Ala. 

Thompson,  John  A 628  Elm  St.,  Cincinnati,  Ohio 

Thomson,  John  J 3  Park  Ave.,  Mt.  Vernon,  N.  Y. 

Thrasher,  A.  B N.  E.  Cor.  7th  and  Race  Sts.,  Cincinnati,  Ohio 

Thrasher,  Wade.  . .  .N.  E.  Cor.  7th  and  Race  Sts.,  Cincinnati,  Ohio 

Trowbridge,   D.   H Fresno,   Cal. 

Tunis,  Jos.  P.  .The  Gladstone,  11th  and  Pine  Sts.,  Philadelphia,  Pa. 

Turnbull,  Thomas 835  Western  Ave.,  Pittsburgh,  Pa. 

Yail,  Derrick  T 24  East  8th  St.,  Cincinnati,  Ohio 
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Vanderhoof,  Don  Allison Exchange  National  Bank  Bldg. 

Colorado  Springs,  Colo. 

Vansant,  Eugene  L 1929  Chestnut  St.,  Philadelphia,  Pa. 

Voislawsky,  A.  P 128  West  59th  St.,  New  York 

Voorhees,  Irving  "Wilson.  .14  Central  Park  West,  New  York,  N.  Y. 

Wagner,  Henry  L 518  Sutter  St.,  San  Francisco,  Cal. 

Wales,  Ernest  DeW.  .  .1336  N.  Pennsylvania  St.,  Indianapolis,  Ind. 

Waterman,  Jas.  S 676  St.  Marks  Ave.,  Brooklyn,  N.  Y. 

Webster,  George  A 419  Boylston  St.,  Boston,  Mass. 

Weil,  Arthur  1 602  Title  Guarantee  Bldg.,  New  Orleans,  La. 

Wells,  Walter  A The  Rochambeau,  Washington,  D.  C. 

White,  Joseph  A 200  East  Franklin  St.,  Richmond,  Va. 

Whiting,  Frederick 19  West  47th  St.,  New  York 

Wiener,  Alfred 550  Park  Ave.,  New  York 

Wilson,  Harold 1501  David  Wliitney  Bldg.,  Detroit,  Mich. 

Wilson,  Norton  L 410  Westminster  Ave.,  Elizabeth,  N.  J. 

Winslow,  John  R The  Latrobe  Apts.,  Charles  &  Read  Sts., 

Baltimore,  Md. 

Wishart,  D.  J.  Gibb 45  Grosvenor  St.,  Toronto,  Can. 

Wood,  George  B 129  South  18th  St.,  Philadelphia,  Pa. 

Woodward,  John  P 153  Granby  St.,  Norfolk,  Va. 

Worthington,  Thos.  C 1022  Madison  Ave.,  Baltimore,  Md. 

Yates,  D.  G 149  West  81st  St.,  New  York 

Yankauer,  Sidney 616  Madison  Ave.,  New  York 

HONORARY   FELLOWS. 

Ballance,  C.  E 106  Harley  St.,  London,  W.,  Eng. 

Bell,  Alex.  Graham 1331  Connecticut  Ave.,  N.  W., 

Washington,  D.  C. 

Chiari,  Ottokar Bellariatrasse  12,  Vienna,  Austria 

Gradenigo,  Gius Corso  Vittorre  Emmanuele  44,  Turin,  Italy 

Grant,  Dundas 18  Cavendish  Square,  London,  W.,  Eng. 

Heryng,  T Jasna  10,  Warsaw,  Poland,  Russia 

Jansen,  A Hardenbergst  12,  Berlin,  Germany 

Karwowski,   C Warsaw,   Poland,   Russia 

Killian,  Gustav Berlin,  Germany 

Law,  Edward 8  Wimpole  St.,  Cavendish  Sq.,  London,  Eng. 

Love,  James  Kerr 650  Shields  Road,  Pollokshields, 

Glasgow,  Scotland. 

Luc,  H 54  Rue  de  Varenne,  Paris 

Maelntyre,  John 179  Bath  St.,  Glasgow,  Scotland 
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Manasse,  P Strassburg,   Germany 

Moure,  E.  J 25  Cours  du  Jardin  Public,  Bordeaux,  France 

Onodi,  Adolph B'Uetza  12,  Budapesth,  Hungary 

Politzer,  Adam 1  Gongazagasse,  Vienna 

Semen,  Sir  Felix Rignal,  Grest  Jlissenden,  Bucks,  Eng. 

Schmieglow,  E 18  Norregade,  Copenhagen,  Denmark 

Sendziak,  J 10  Crj'wariska  Str.,  Warsaw,  Poland,  Russia 

Turner,  Logan 27  Walker  Street,  Edinburgh,  Scotland 

Ziem,  C.  II Danzig,  Germany 
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SECRETARY      AND      TREASURER. 
1S96   to   1900  1901    to    1907 

Robert  Cunningham  Myles,  M.  D.       Ewing  W.  Day,  M.  D. 
1901   to  1906 

Wendell  C.  Phillips.  M.  D.  1908   Chevalier  Jackson,  M.  D. 

1907  to   1916 

Thomas  J.   Harris.   M.    D.  1909   to   date. 

1917   William   H.   Haskin,   M.   D.  Ewing  W.   Day,   M.  D. 

COUNCIL. 


1S96 — T.    P.    Berens,   M.   D. 
J.   H.   Billings,  M.   D. 

D.  L.  Hubbard,  M.  D. 
H.    H.    Curtis.   M.   D. 
W.   C.   Phillips,   M.   D. 
R.  C.  Myles.  M.  D. 

189  7 — G.   H.   Makuen,   M.   D. 
T.  P.  Berens,  M.  D. 
W.   C.   Phillips,   M.   D. 
H.   H.    Curtis.   M.   D. 

E.  W.   Day,   M.   D. 

D.  L.  Hubbard.  M.  D. 
1898 — J.   E.  Nichols.   M.   D. 

H.  H.  Curtis.  M.  D. 
L.  A.  Coffin,  M.  D. 
W.   C.   Phillips.  M.  D. 

E.  W.   Day,  M.  D. 

C.  W.  Richardson.  M.  D. 
S.   E.   Solly,   M.   D. 

1899 — W.  H.  Daly,  M.  D. 

W.  C.   Phillips,   M.  D. 
T.  H.  Halsted,  M.  D. 
J.  O.  Roe.  M.  D. 
H.  W.  Loeb,  M.  D. 
T.  C.  Christy.  M.   D. 
P.  L.  Jack,  M.  D. 

D.  L.  Hubbard.  M.  D. 
1900 — S.   E.   Solly.   M.   D. 

W.   H.   Daly.   M.   D. 
A.   W.   Calhoun,   M.   D. 
J.   B.   Clemens.   M.   D. 
J.  F.   McKernon.  M.  D. 
W.   C.   Phillips.   M.   D. 
J.   E.   Sheppard,   M.   D. 
J.  Price  Brown,  M.  D. 
Max  Thorner,   M.   D. 
1901— D.   B.   Kyle.   M.  D. 

S.  MacCuen  Smith,  M.  D. 
S.  E.  Solly,  M.  D. 
J.  Price  Brown,  M.  D. 
W.  H.  Daly.  M.  D. 


J.  B.  Clemens,  M.  D. 
J.  F.   McKernon,  M.  D. 

C.  W.   Richardson,  M.   D. 
F.   C.   Cobb,   M.   D. 

-D.   B.   Kyle.  M.   D. 

S.   E.   Solly,   M.  D. 

J.   F.  McKernon,  M.  D. 

S.  MacCuen  Smith,  M.  D. 

F.  C.  Cobb,  M.  D. 

N.  H.  Pierce.  M.  D. 

T.  P.  Berens.  M.  D. 

J.  A.  White,  M.  D. 
-C.  W.  Richardson.  M.  D. 

R.   C.   Myles,  M.   D. 

D.  B.  Kyle,  M.  D. 

J.  F.   McKernon,   M.  D. 
S.  MacCuen  Smith,  M.  D. 
F.  C.  Cobb,  M.   D. 
N.  H.  Pierce,  M.  D. 
T.  P.  Berens,  M.  D. 
C.  R.  Holmes,  M.  D. 
-J.  A.  Stucky,  M.  D. 
C.  W.  Richardson.  M.  D. 
R.  C.  Myles.  M.  D. 
A.   G.   Root,  M.  D. 
T.  P.  Berens.  M.  D. 
C.  R.  Holmes,  M.  D. 

E.  B.  Dench.  M.  D. 

F.  L.  Jack,  M.  D. 

J.  E.  Schadle.   M.  D. 
F.   R.   Packard,  M.  D. 
-N.  H.  Pierce,  M.  D. 
J.   A.   Stucky,   M.   D. 
C.  W.  Richardson.   M.   D. 
L.   A.   Coffin,   M.   D. 
T.  H.  Halsted.  M.  D. 
C.  R.  Holmes,  M.  D. 

E.  B.  Dench.  M.  D. 

F.  L.   Jack,  M.  D. 

J.  E.  Schadle,  M.  D. 
F.   R.   Packard,  M.  D. 
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1906 — F.  C.   Cobb.  M.   D. 
N.  H.  Pierce,  M.  D. 
J.  A.  Stucky,  M.  D. 

E.  B.  Dench,  M.  D. 

F.  L.  Jack,   M.  D. 

F.  R.  Packard,  M.  D. 
L.   A.  Coffin,  M.  D. 
T.   H.   Halsted,   M.   D. 
J.  F.  McKernon,  M.'  D. 
H.   W.   Loeb,   M.  D. 
1907 — J.  E.  Logan.  M.  D. 
F.  C    Cobb.  M.  D. 
N.   H.   Pierce.   M.   D. 
L.  A.  Coffin.  M.  D. 
T.  H.  Halsted,  M.  D. 
J.  F.  McKernon.  M.  D. 
H.  W.  Loeb,  M.  D. 

C.  W.  Richardson,  M.  D. 

D.  B.  Kyle.  M.  D. 
190S— W.  C.  Phillips,  M.  D. 

J.  E.  Logan.  M.  D. 

F.  C.  Cobb,  M.  D. 

J.  F.  McKernon,  M.  D. 
H.  W.  Loeb,  M.  D. 

C.  W.  Richardson,  M.  D. 

D.  B.   Kyle.   M.   D. 

C.  R.  Holmes,  M.  D. 
J.  M.  McCaw.  M.  D. 

1909 — J.  E.  Logan.  M.  D. 

D.  B.  Kyle,  M.  D. 

C.  W.  Richardson,  M.  D. 
W.  C.  Phillips,  M.  D. 
J.  F.  McCaw,  M.  D. 
W.  R.  Lincoln,  M.  D. 

G.  L.  Richards.   M.  D. 
J.  P.  Barnhill,  M.  D. 
G.  H.  Makuen,  M.  D. 

1910— C.  R.  Holmes,  M.  D. 

G.  L.  Richards.  M.  D. 

.J.  F.  Barnhill.  M.  D. 

G.  H.  Makuen,  M.  D. 

N.  H.   Pierce,  M.  D. 

W.  C.  Phillips,  M.  D. 

F.  R.  Packard.  M.  U. 

A.  B.  Duel,  M.  D. 

Robert  Levy.   M.  D. 
1911 — J.   F.   McKernon.  M.   D. 

J.  A.  White,  M.  D. 

N.  L.  Wilson.  M.  D. 

C.  R.  Holmes,  M.  D. 


A.  B.  Duel,  M.  D. 

F.  R.  Packard,  M.  D. 
Robert  Levy,  M.  D. 

G.  L.  Richards,  M.  D. 
N.  H.  Pierce,  M.  D. 

1912 — C.  R.  Holmes,  M.  D. 

F.  R.  Packard,  M.  D. 
N.  H.  Pierce,  M.  D. 

J.  F.  McKernon,  M.  D. 
.7.  A.  White,  M.  D. 
X.  L.  Wilson,  M.  D. 

C.  .Jackson.  M.  D. 

M.  A.  Goldstein.  M.  D. 

A.  B.  Duel,  M.  D. 

1913 — James  F.  McKernon,  M.  D. 
Joseph  A.   White,  M.  D. 
Norton  L.  Wilson,  M.  D. 
Chevalier  Jackson.  M.  D. 
Max  A.   Goldstein.   M.   D. 
Arthur  B.  Duel.  M.  D. 
Harris  P.  Mosher,  M.  D. 
E.    Fletcher   Ingals,    M.   D. 

G.  Hudson-Makuen,   M.  D. 
1914 — Chevalier  Jackson.  M.  D. 

Max  A.  Goldstein.  M.  D. 
Arthur  B.  Duel.  M.  D. 
Harris  P.  Mosher.  M.  D. 
E.  Fletcher  Ingals,  M.  D. 
G.  Hudson-Makuen,  M.  D. 
H.  Holbrook  Curtis,  M.  D. 
John  E.  Sheppard,  M.  D. 
Robert  Levy.  M.  D. 
191.5 — Joseph  A.  White.  M    D. 
Harris  P.  Mosher,  M.  D. 
E.  Fletcher  Ingals.  M.  D. 
G.   Hudson-Makuen,   M.   D. 
H.  Holbrook  Curtis,  M.  D. 
John  E.  Sheppard,  M.  D. 
Robert  Milligan,  M.  D. 
John   M.    IngersoU.  M.   D. 

B.  R.  Shurley,  M.  D. 
1916 — G.  Hudson-Makuen,  M.  D. 

H.  Holbrook  Curtis,  M.  D. 
John  E,  Sheppard,  M.  D. 
Robert  Milligan.  M.  D. 
John  M.  IngersoU,  M.  D. 
B.  R.  Shurley.  M.  D. 
E.  B.  Dench.  M.  D. 

D.  J.  Gibb  Wishart.  M.  D. 
Robert  Levy,  M.  D. 
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1917 — Robert   Milligan,    M.    D. 
John  M.  Ingersoll,  M.  D. 
E.  B.   Dench,  M.  D. 
D.  J.  Gibb  Wishart,  M.  D. 
B.   R.   Shuiley,   M.   D. 
Robert  Levy,  M.  D. 
S.  MacCuen  Smith,  M.  D. 
Thomas  H.  Halsted,  M.  D. 
Walter  A.  Wells,  M.  D. 


1918 — D.  J.  Gibb  Wishart,  M.  D. 
B.   R.   Shurly,    M.   D. 
Robert  Levy,   M.  D 
S.  MacCuen  Smith,  M.  D. 
Thomas  H.  Halsted,  M.  D. 
Walter  A.  Wells,  M.  D. 
T.  J.  Harris,  M.  D. 
Francis  P.   Emerson,   M.   D. 
L.  W.  Dean,  M.   D. 


DECEASED    WHILE    MEMBERS    OP    THE    SOCIETY. 


Noyes,  J.   I.,  M,  D 

O'Dwyer,  Joseph,  M.  D. 
Hengst.  D.  A..  M.  D.  .  .  . 
Nichols.  J.  E.  H.,  M.  D. 
Hopkins.   Woolsey.    M.   D 

Rankin.   D.,   M.   D 

Wenner,  R.  J.,  M.  D.  .  . 
Chapman,  S.  Hartwell.  M 
Friedenberg,  Edward,  M. 

Kibbe,  A.  B.,  M.  D 

Hoople,  H.  Nelson,  M.  D 
Brandegee,  Wm.   P.,   M.  D 

Solly,  S.   E.,  M.   D 

Harland,  W.  G.  B.,  M.  D 
Burnett,  Peter  V.,  M.  D. 
Roosa,  D.  B.,  St.  John.  M. 
Schadle.  J.  E..  M.  D.  .  .  . 

Pette,  C.  H.,  M.  D 

Sprague,   F.   B.,   M.   D.  .  . 


Resident  Members. 

.1896  Mullins,  John  B.,  M.  D.  . 

.1897  McGahan,  C.  F.,  M.  D.  .  . 

.1898  Anderson,  Willis  S.,  M.  D 

.1898  Calhoun,  A.  W.,  M.  D.  .  . 

.1899      Gradle,   Henry,   M.   D 1911 

.1900      Koyle,  P.  H.,  M.  D 1911 

.1900     Dudley,  Willam  F.,  M.  D 1912 

.1903  Kimball,  Irving  E.,  M 

.1903  Gildea,   Patrick  F.,  M. 

.1903  Adams,  J.  L.  M.  D.  . 

.1905  Gibb,  Jos.  S.,  M.  D.  . 

.1906      Gruening,   Emil,   M.  D 1914 

.1906      Sheppard,  John  E 1916 

.1907      Roe,    John    O 1916 

.1908      Ballenger,  Wm.   L 1916 

.1908      Dye,  Hobart  S 1917 

.1908      Kyle,  D.   Braden 1917 

Makuen,   G.   Hudson 1917 

.1909       Solenberger,   Amos   R 1917 


.1909 
.1910 
.1910 
.1910 


D 1913 

D 1913 

1914 

1^14 


HONORARY     MEMBERS    WHO    HAVE    DIED. 

Whistler,  W.  McNeil 1899  Smyly,   Sir   Philip '.  .  .1904 

Gougenheim,    Achille 1901  Joal,    Joseph 

Gruber,  Joseph 1901  Woakes,  Edward 

Brown.    Lennox 1902 
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